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Though doubtless many are familiar with the 
severe and frequently fatal type of acute dilatation 
of the stomach, either from personal experience, or 
from a study of the literature on the subject, I have 
nevertheless selected this as the topic, since I am 
thoroughly convinced that this condition is of quite 
common occurrence, especially in the milder forms, 
and may be productive of various clinical symptoms, 
in some cases chiefly cardiac and respiratory, and 
in others nervous in character. As a result of dietetic 
indiscretion, some of these attacks may occur, so to 
speak, “out of a clear sky”; while in other cases, 
from various factors, they may cause an exacerba- 
tion apparently, or a modification of the original 
disease from which the patient is a sufferer. For 
example, in pneumonia, a sudden cardiac ard res- 
piratory increase may be suggestive of further pul- 
monary involvement, when acute dilatation may be 
responsible for the condition. Unfortunately, the 
attention of the physician is too often diverted from 
the primary cause which produces the result and 
which may entirely change the prognosis for his 
patient. 

My object is to impress upon you the necessity of 
both careful and frequent examinations of the ab- 
domen in all cases, and to call to your attention 
various clinical symptoms in the production of 
which acute dilatation of the stomach is often the 
exciting cause. My paper is not only clinical, but 
also experimental; including a study of the effects 
of artificial distension of the normal stomach, as 
well as of the abnormal in the human being; some 
physiological experiments on living animals ; and an 


* Read before the Medical Association of the Greater City of 
New York, Aprii 20, 1908. 


investigation in the cadaver of the mechanics of 
acute dilatation of the stomach. 

History.—Brunton in 1859 was probably the first 
to refer to this condition, but to Hilton Fagge we 
must give the credit of accurately describing the 
symptoms and physical signs of acute dilatation of 
the stomach. 

The two best articles on this subject are the 
brochure, by H. Campbell Thomson, M.D., pub- 
lished in 1902 by Balliere, Tindall & Cox, London, 
entitled “Acute Dilatation of the Stomach,” in which 
he described forty-four cases, and the paper by Dr. 
Lewis A. Conner, of this city, in the American Jour- 
nal of the Medical Sciences, March, 1907, entitled 
“Acute Dilatation of the Stomach and its Relation 
to Mesenteric Obstruction of the Duodenum.” 

The latter has tabulated one hundred and two 
cases. These authors describe only the severe and 
often fatal cases, and merely refer to the fact that 
milder types of this condition are probably much 
more frequent than we suppose. Within the last 
year a few more characteristic cases have been re- 
ported; but they do not serve to further elucidate 
the question. You will probably be surprised to 
learn that Mangelsdorf, of Bad Kissengen, has re- 
ported investigations in over five hundted cases of 
respectively epilepsy and migrain, in which he has 
clemonstrated acute dilatation of the stomach as oc- 
curring during the attack, and has made accurate 
drawings of this organ in varying degrees of dis- 
tension. Dr. Rose referred to this several years 
ago in the Post-Graduate and also in our book, 
“Atonia Gastrica,” published by Funk and Wag- 
nalls. Furthermore, I reported these facts in a 
paper read before your Society in 1904, entitled 
“Observations on Dilatation of the Stomach and 
Gastroptosis,” published in the Medical News, Au- 
gust 6, 1904; and briefly described various clinical 
types of acute dilatation of the stomach. 

Anatomical Classification—From my _ studies, 
during the past five or six years, of the various 
cases of acute dilatation of the stomach in my pri- 
vate and hospital practice, as well as from investi- 
gations of the reported cases, it is clearly evident 


that four anatomical types of this condition exist. 
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1. Acute dilatation of the stomach alone. 

2. Acute dilatation of the stomach, which super- 
venes upon an existing chronic dilatation (the latter 
due to stenosis of the pylorus). 

3. Acute dilatation of the stomach and duo- 
denum ; the most fatal type. 

4.. Acute dilatation of the stomach and intes- 
tines ; a mixed type (tympanites). 

This last classification—acute gastro-intestinal di- 
latation—should justly be included, as the condi- 
tions very frequently co-exist. It has been my own 
experience to see the physician consider the tympan- 
itis as confined to the intestine alone, and to treat 
it without results. 

This mixed type is frequently present in the acute 
infectious diseases, such as typhoid fever and pneu- 
monia. For example, in the acute distension of 
typhoid with active hemorrhage, lavage may prove 
of service in relieving the distension. 

If you will follow up the fatal cases into the post- 
mortem room, you will be quite surprised to fre- 
quently find a great distension of the stomach and 
intestines ; though the same was in no way consid- 
ered “intra- vitam” to be significant, or to have any 
bearing on the fatal issue. Campbell Thomson re- 
marks most significantly : 

“Tn autopsies on such cases (fatal pneumonias), 
both intestines and stomach may sometimes be seen 
te be greatly distended; the appearance of the 
stomach in many cases leading one to suppose that 
it must be a very short step between that condition 
and the more serious one described, and there is 
but little doubt that one is simply a less severe form 
of the other.” 

It is evident, therefore, that in these mixed cases, 
the gastric dilatation is an important factor and that 
the association of the stomach in the general acute 
distension has generally been overlooked or disre- 
garded. 

There are undoubtedly various factors which have 
a bearing upon the production of acute dilatation of 
the stomach; and for a complete understanding of 
the subject, it would seem necessary to refer briefly 
to certain anatomical features existing in the stom- 
ach and duodenum. You are all familiar with the 
fact that during the process of digestion the pylorus 
opens and closes intermittently, while under normal 
conditions the cardiac orifice remains closed. 

Kelling, while conducting certain experiments on 
the mechanism of acute dilatation of the stomach, 
found that in the cadaver, in many cases, when he 
inflated the stomach through a canula in its anterior 


wall, there was complete closure of the cardiac 


opening and no escape of air through the esophagus. 
He attributed this to a valve-like closure of the car- 
dia, depending on certain relations between the fun- 
dus and esophagus. An escape of air, however, oc- 
curred in some cases. He believed this specific pecu- 
liarity just noted, the valvular action of the cardia, 


was a factor aiding in the production of.acute dila- 


tation and was present only in some persons. 

Lewis A. Conner, on the other hand, finds that in 
cadavers, in many cases, considerable distension 
takes place before leakage from the cardia occurred ; 
but that it could always be produced when the air 
pressure reached a certain height. In some cases 
no distension could be brought about. 

In a case experimented on by Dr. Albert A. T. 
Weston and myself, we injected forty ounces of 
water through a canula inserted into the stomach of 
a cadaver, producing dilatation under a pressure 
of five pounds, before escape from the esophagus 
took place. Our subject was only a few hours old 
and the organs were in fresh condition. It seemed 
to us that there is unquestionably a valvular action 
of the cardia demonstrable, even in the cadaver, 
which, in such experiments, is probably in some 
cases lost by reason of rigor or of post-mortem 
change. This action is probably variable to a 
greater or less degree in the living. 

Most significant are the experiments of Kelling 
and Braun on dogs. After gastrostomy, when the 
animals had recovered from the anesthetic, it was 
impossible to produce acute dilatation of the stom- 
ach by inflation, since, when a certain degree of this 
was reached, vomiting was excited and the stomach 
was emptied. 

During narcosis, the stomach could be distended 
to nearly the bursting point without the escape of 
air from the esophagus. This was found in all 
cases ; but only relatively so in my own experiments 

After complete paralysis of the stomach, the es- 
cape of air was prevented, evidently by some valvu- 
lar action of the cardia. ; 

Of course, in these cases the vomiting reflex 
was abolished, and yet in most instances of extreme 
acute dilatation, vomiting and eructation are fre- 
quent, in spite of the existence of paralysis of the 
stomach wall. This is readily explained, as Box 
and Wallace have shown that dilatation of the car- 
diac orifice and compression of the stomach, by the 
abdominal muscles and diaphragm, are the only iac- 
tors necessary to produce vomiting. If a bladder re- 
place the stomach, being connected with the esoph- 
agus, the injection into the blood or tartar emetic 
will produce emesia. In the terminal stage of acute 
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dilatation of the stomach the abdominal muscles 
cease to act and the diaphragmatic action is weak- 
ened, so vomiting ceases and distension increases. 
Conner, in several experiments, has demonstrated 
on the cadaver, that while distending the stomach, 
closure of the pylorus occurred, which it required 
considerable force to overcome. From spasmodic 
pyloric closure, acute dilatation of the stomach 
alone is demonstrable on the living. The ascending 
and descending portions of the duodenum angulate 
somewhat with each other and with the third por- 
tion and are fairly firmly fixed, but it is easy to see 
low torsion under distension might occur. This 
has been demonstrated on the cadaver by Kelling. 


Tig, 1—Acute Dilatation of the Stomach During Epileptic Attack. 


Rough chart demonstrating case of acute dilatation of the stomach 
in epileptic attacks—investigated by Mangelsdorf at the Kantonal In- 
sane Asylum, Berne, and at Erlangen (private asylum). Report of 
these cases in “‘Atonia Gastrica’”—by Drs. Rose and Kemp. 


The transverse portion of the duodenum (third 
portion) is very firmly held in place near its ter- 
mination by a band of fibrous tissue which descends 
from the left crus of the diaphragm. Generally, the 
transverse duodenum crosses the third lumbar ver- 
tebra and presents a slight flexure upward (the 
fourth part) to the left of the superior mesenteric 
artery and then forward into the jejunum. The mes- 
entery is attached to the left side of the second lum- 
bar vertebra and passes obliquely in front of the 
transverse duodenum, together with the superior 
mesenteric artery. The part of the duodenum cross- 
ing the spine has a flattened appearance normally, to 
which Albrecht on calling attention believed it was 
due to mesenteric pressure, and to have a bearing 
cn mesenteric traction, as will be noted hereafter. 

An inportant factor in the conformation of the 
transverse duodenum and in the production of ob- 
struction, Dr. Weston and I believe from our experi- 
ments to be the firm fibrous attachment to the crus 


of the diaphragm, which has not been heretofore 
considered in the mechanics of the acute gastro- 
duodenal type of distention. 

The nerve supply of the stomach is of important 
consideration ; the vagus furnishing the motor im- 
pulses and the inhibitory impulses coming from the 
dorsal cord through the solar plexus and splanchnic 
nerves, 

Carion and Hallion, resecting the vagus above the 
Ciaphragm, produced in the dog an enormous dila- 
tation of the stomach and that part of the esophagus 
supplied by them; hence, it is hardly to be disputed 
that effects of the same kind could be caused by 
paralysis, or inhibition of the corresponding nervous 
centres, without any alteration in the stomach. 

This might readily explain the cases of acute dila- 
tation of the stomach following head injury, result- 
ing in paralysis of the motor function. These cases 


Fig. 2.—Acute Dilatation of the Stomach in Migraine. 


Migraine, August 29, 1902. Borders of stomach. 1, August 16; 
2, August 29, in the morning; 3, August 29, in the evening; 1, Au- 
gust 30 in the morning; 5, August 30, in the evening; 6, August 81, 
in the morning. Investigations by Mangelsdorf of Bad singen 
reported in Atonia Gastrica by Drs. Rose and Kemp. 


following injury to the dorsal spine, Conner believes 
might be considered due to the abnormal stimulation 
ef the inhibitory nerves. 

In some cases of acute dilatation of the stomach— 
complicating pneumonia, when there were lesions 
of the lower lobes and base—one might offer an 
explanation, the probable extension of the inflam- 
mation of the vagus. In many cases, however, the 
causative agent must act on the musculature of the 
stomach or its terminal nerve. 

In this regard, Wilson Fox, in “Diseases of the 
Stomach,” page 215, reports a case by Andral in 
which there was ulceration of the pyloric region 
without obstruction, and yet extreme dilatation. It 
was attributed to paralysis of the muscular coat, 
limited to the pyloric region, and produced by de- 
struction of the branches of the pneumogastric 
nerve. It would seem to me that a spasmodic clos- 
ure of the pylorus, due to irritation, was probably 
also a factor. 
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Having considered the salient features in the 
anatomy of the stomach and duodenum which have 
a bearing on our subject, I shall first classify, as 
briefly as possible, the various clinical types of acute 
dilatation of the stomach; or possibly I should say 
more correctly, the various clinical symptoms in the 
production of which acute dilatation of the stomach 
is a factor. Most of them are of a mild type, in 
the sense of not having been fatal, and many of 
them have been observed personally during the past 
five or six years. 


CLINICAL Types or AcuTE DILATATION OF THE 
StomacH; SyMPTOMS POINTING TO 
THE Nervous SysTEM. 


Convulsions.—In infants and young children con- 
vulsions from overloading the stomach are not un- 
common. In one case of a child (male) two years 
of age, I noted acute dilatation of the stomach, ex- 
tending two fingers below the umbilicus; a severe 
attack of vomiting took place with the evacuation 
of curds and bread, and immediately the convul- 
sions ceased; the stomach retracted to the normal 
position ; this organ was alone involved in this case. 
Of course, intestinal irritation is a source of the 
convulsions in the majority of such cases; but Holt 
also refers to the advisability of lavage if gastric 
irritation be suspected. Excluding the immediate 
danger involved from the convulsions, such attacks 
continuously repeated may predispose to the con- 
vulsive habit, and be a factor, in some cases, in the 
production of epilepsy. Moreover, repeated at- 
tacks of acute distension tend to weaken the wall of 
the stomach and produce chronic atony and dila- 
tation. 

Epileptic Convulsions—Epilepsy ; Mangelsdorf 
of Bad Kissengen, has carried on some very exten- 
sive researches in epilepsy and has demonstrated 
acute dilatation of the stomach during the convul- 
sive seizure. He believes it to be a factor in its 
production, and has taken accurate measurements 
of the degree of acute dilatation in various cases 
and demonstrated the gradual return of the stomach 
to the normal position. 

Fig. 1 is an illustration of one of these cases, 

I had a similar case of typical epileptic seizure in 
a man of 21 with acute dilatation of the stomach; 
the attacks always following dietetic indiscretion. 
There was marked hyperchlorhydria and all atten- 
tion was directed to the diet and treatment of this 
condition with excellent results. In an article enti- 
tled “Some Observations on the Relations of the 
Gastro-Intestinal Tract to Nervous and Mental 


Diseases,” read before the Medico-psychological As- 
sociation at San Antonio, in 1905, and before this 
society in June, 1906, I reported such cases. 

Migrane.—Mangelsdorf has also made some in- 
teresting researches in this direction and has de- 
nionstrated acute dilatation of the stomach during 
the exacerbation of the attack, with a gradual re- 
turn of the organ to normal, (Fig. 2.) Including all 
his cases of epilepsy and migraine he has demon- 
strated acute dilatation of the stomach in about 
five hundred patients. 

Sir Lauder Brunton observed, in some cases of 
sick headache, a transient condition of dilatation of 
the stomach and probably of contraction of the 
pylorus. (Albutts’ System of Medicine, Vol. II., 
page 392.) 

Tetany.—Sir William Broadhurst describes a case 
of acute dilatation of the stomach, with tetany, the 
latter symptoms being prominent. The case ended 
in recovery. (Practitioner, 1898.) 

In this regard, in my article on “Dilatation of 
the Stomach,” read before this Society four years 
ago, I suggested that acute hyperdistension, occur- 
ring in chronic dilatation of the stomach, migit, in 
part, offer an explanation for tetany and tonic and 
clonic convulsions occurring in chronic dilatation 
of the stomach. Toxemia, of course, is a factor. 

Chorea.—Acute dilatation of the stomach was the 
terminal event in a severe case of chorea. (Lancet, 
April 19, 1890). A further investigation during 
acute attacks of chorea would be of value. 

Cases Presenting Acute Cardiac Symptoms, in 
which acute dilatation of the stomach is a direct 
causative agent. 

Of course, you are all familiar with the fact that 
chronic gastritis and atony of the stomach may pro- 
duce tachycardia, or bradycardia. 

The so-called dyspeptic asthma, due to digestive 
disturbances, some of you have doubtless treated. 

One class is placed by Dr. Einhorn under chronic 
dyspeptic asthma, some cases giving symptoms 
somewhat resembling angina pectoris. The gastric 
findings were hyperchlorhydria, or achylia gastric, 
and in some cases normal, in which case Boas as- 
sumed hyperesthesia of the stomach to be the cause 
of the asthma. I quote this with care, as I am desir- 
ous of bringing out the special unique features in 
the cases to which I shall now refer. 


Tachycardia.—This patient, a girl of 21, after 
two courses of treatment at Nauheim by Dr. Groe- 
del for rheumatic endocarditis (mitral stenosis and 
aortic regurgitation) returned home with excellent 
compensation. She never suffered from gastric dis- 
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turbances. In her first attack of tachycardia, the 
pulse reached 250, according to her account and the 
dorsal position made matters worse. She stated 
that the attack directly followed marked indiscre- 
tion in diet. I saw her in the second attack. The 
pulse was 210 and the condition was worse when 
she lay down; improvement followed the sitting 
position, the rapidity of the pulse lessening by 
twenty to thirty beats. Figure 3 is a drawing dem- 
onstrating the degree of acute dilatation, which I 
found present and the return of the stomach to the 
normal position, following emesis from warm water. 
The tachycardia immediately disappeared and has 
never returned. This second attack also followed 


Fig. 8.—-Acute Dilatation of Stomach with Tachycardia. 


Case of Endocarditis—Female, age 21. A—Normal stomach, B— 
Acute dilatation eas | attack. Tachycardia—pulse 210 to 250—the 
~— symptom. ulse lessened by 20 to 30 beats when patient 
sat up. 


an outrageous indiscretion in diet. She has not had 
another attack within two and one-half years and is 
under no treatment. 

Pseudo-Angina Pectoris; produced by dilatation 
of the stomach. This patient was under careful 
observation for thirteen years. During ten years 
i attended her in at least twenty attacks. In these, 
the stomach was enormously distended with gas; 
there was belching of wind; escape of gas from the 
rectum ; the heart action was rapid and feeble; and 
the respiration rapid and labored. Emesis always 
afforded immediate relief. On a number of occa- 
sions the patient became entirely unconscious and 
extremely cyanotic, the eyes rolled up and the pulse 
was scarcely perceptible. While in this condition, 
vomiting of a large amount of undigested food oc- 
curred, and there was enormous escape of gas from 
the mouth and rectum, with several involuntary 
movements. Consciousness was then restored, with 
the relief of all symptoms. It was necessary to em- 
ploy amyl-nitrite to restore the pulse, but the symp- 
toms were never cleared up entirely until the vom- 


iting of the undigested food occurred. This is an 
illustration of the action of acute fermentation. 

Marked indiscretions in diet were invariably the 
cause of these attacks. No attacks took place dur- 
ing the average normal diet. There was no neurotic 
element in the case. Figure 4, a drawing from this 
patient, demonstrating accurately the acute dilata- 
tion and the return to normal after emesis. 

For the last three years of her life, she exercised 
ordinary care as to omitting the indigestible material 
noted, and never had another attack except once 
after an indiscretion; lived in perfect health and 
died at the age of 78, from an attack of meningitis 
complicating the grippe. The heart was normal; 


Fig. 4.—Acute Dilatation of the Stomach with Symptoms of Pseudo 
Angina Pectoris. 


Female-—Age 65. A—Normal stomach. B—Acute dilatation of 


the stomach during attack. 


(no murmurs) moderate arteriosclerosis and tend- 
ency to moderate tension ; no marked changes in the 
urine and never symptoms therefrom. This case be- 
longed to that class of acute dilatation of the stom- 
ach, with some intestinal distension associated 
with it. 


Direct pressure is undoubtedly a great factor in 
the production of cardiac symptoms, as noted in the 
case of the tachycardia patient, and also in the re- 
sults of the postural treatment of acute distension 
in typhoid fever, when change of position alleviated 
many symptoms by the relief of pressure alone. 

In order to study the effects of acute dilatation 
of the stomach on the pulse, respiration and blood 
pressure, your former president, Dr. Thomas Sat- 
terthwaite, and the author have noted these condi- 
tions in two normal subjects, a physician and a 
trained nurse, and in one case of gastroptosis. We 
distended each stomach with varying amounts of 
CO, by means of tartaric acid and bicarbonate of 
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soda, noting the effects. The sphygmomanometer 
was employed to secure the pressure. 

Coincident with the acute gastric dilatation, there 
were an increase in the rapidity of the pulse and 
respiration, changes in the character of the pulse, 
and a fall of blood pressure. These variations were 
marked. The stomach of the physician, from whom 
the most reliable data could be secured, distended 
to one finger below the umbilicus. He complained 
of pain under the sternum and over the abdomen, 
a sense of suffocation, a feeling of flushing of the 
face and nausea. He stated that he felt quite un- 
comfortable. The stomach was aspirated, and these 
symptoms disappeared. The nurse had the same 
variations in pulse, respiration and blood pressure, 
but no subjective symptoms, as considerable less 
quantity of the tartaric acid was given and the dis- 
tension was not as great. The third case, of gas- 
troptosis, was mentally deficient, and could give no 
intelligent description. 

The cardiac and respiratory changes were the 
same as in the other cases. Figs. 5, 6 and 7 illus- 
trate the three cases above referred to. 


Fig. 5.—Experiments on Acute Dilatation of the Stomach with COs, 
by Drs. Satterthwaite and Kemp, at Manhattan State 
Hospital (Ward’s Island), April 8, 1908. 


Experirient 1—Empty stomach. Sex—male. Age—27. Dr. B., 
hysician. Weight, 210 pounds, in perfect health. Height, 5 ft. 7 in. 
Balers Distension—Pulse: Sitting, 78; pressure, 180; dorsal, 72; 
pressure, 185. Respiration, 18. Heart: No valvular murmurs; 
apex well within the nipple; pulse slightly irritable due to tobacco. 
After Distension, with COQ:—3j. tartaric acid + 3j. sod. bicarb., 
given in divided doses. Pulse: Dorsal position irregular in force, 
some intermission in the beats, at first 86, and later 76 as gas passed 
into the bowel. Pressure, 120. Symptoms: Pain under sternum and 
over abdomen; sense of suffocation and sensation of flushing of 
face; nausea. Relief after aspiration. 


The case of Dr. B. in the dorsal position shows 
the following cardiac and respiratery changes: 


Pulse. Pres- Respi- Pulse. 
sure. ration. 
Before distension. 72 135 1 Slightly irritable 
(tobacco). 
After distension... 86 120 24 Irregular in force; 


some intermission 
in the beats. 


Pain under the sternum and over ) Accompany the 

abdomen. acute distension 
which extends 
from normal po- 
sition to one fin- 
ger breadth below 


Sensation of suffocation and of 
flushing of face. 7 


Nausea. umbilicus; in all 
about 3% finger 
Discomfort. breadths. 


Aspiration of the stomach relieved symptoms. 


This case, in a mild degree, gives us a fair index 
of what distension can produce. The mere pressure 
alone of the acutely distended stomach is a promi- 
nent factor, especially in view of its close relation 
to the heart. The effects of relieving such pressure 
were shown by the postural treatment in the disten- 
tion of typhoid, when the pulse and respiration each 
fell twenty points, and by the lessening of the tachy- 
cardia, on assuming the erect position. At this 
time no treatment to relieve the acute dilatation of 
the stomach had been instituted beyond changing 
the position of the patient to relieve direct pressure. 
Of course, the effects of pressure on the terminal 
nerve filaments of the vagus and the toxemia are 


factors. 


— 


Fig. 6.—Experiment on Acute Dilatation of the Stomach, with COs, 
by Drs. Satterthwaite and Kemp, Manhattan State Hospital 
(Ward's Island), April 8, 1908. 


Experiment 2-on empty stomach. Sex—female. Age—25 years. 
Miss F., trained nurse. Weight, 125 pounds. Height, 5 ft., 5 in. 
Patient in good physical condition and of ruddy complexion; in per- 
fect health. Before Distension—Pulse: Sitting, 78; pressure, 115; 
dorsal, 72; pressure, 125. Respiration, 18. eart: No valvular 
Jesions; apex weil within the nipple. After Distension with CO.— 
Tartaric acid gr. XIV. + sodium bicarb., given in divided doses, 3}. 
Pulse: In dorsal position, slightly irregular; no intermission in_beat, 
but slight change in rhythm; at first 84; dropped later to 80. Symp- 
toms: No discomfort; no subjective symptoms. 


In one fatal case, complicating typhoid, the pulse 
became rapid and feeble, respiration very shallow 
and gasping, with marked cyanosis, and death oc- 
curred with cardiac dilatation, resulting—I believe 
—from pressure interference alone. I believe this 
to be one of the direct causes of death in these 
cases. 
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As Dr. Satterthwaite will tell you, these experi- abdomen was then closed with three sutures. The 


ments emphasize, first, that there may be danger 
in distending the stomach wifh CO,; second, an 
artificial distension may occur, so that the true di- 
mensions are not obtained; third, and most impor- 
tant, the danger of acute gastric distension in the 
aged, in heart and pulmonary diseases. 

To further study the effects of acute dilatation 
of the stomach on the heart and respiration, we con- 
ducted physiological experiments on the artificial 
production of acute dilatation of the stomach 


These experiments were carried out by me at the 
Physiological Laboratory of the Medical Depart- 


Fig. 7. Experiments on Acute Dilatation of the Stomach with CO, 
by Drs. Satterthwaite and Kemp, at Manhattan State 
QYospital, Ward’s Island, April 8, 1908. 


i:xperiment 8—Gastroptosis—Lavage one hour previous to experi- 
ment. Sex, female. Age, 30. Patient, dementia precox (katatonia) epi- 
lepsy. Weight, 90 pounds. Height, 4 ft. 8 in. Mental condition, 
Before Distension—Pulse: Sitting, 60; pressure 90; dorsal 52; pres- 
sure 80. Pulse: Intermittent and variable. Respiration: Sitting, 16; 
lying, 16. Cardiaptosis—Heart: Apex, 6th intercostal space; upper 
level heart, 4th rib; aortic direct, slight. Liver: Upper level, 6th rib; 
lower border .well below costal arch—hepatoptosis, After Distension, 
with COg—3j. tartaric acid and 3j. sod. bicarb. in divided doses. 
Pulse in dorsal position, 64; intermittent, one intermission per quar- 
ter. Respiration, 20. _ .Symptoms—Distension of vertical stomach 
becomes marked, especially at A, patient lacking in intelligence and 
can describe nothing, 


ment of Columbia University through the courtesy 
of Dr. John G. Curtis, Professor of Physiology. 
The first experiment was conducted by Dr. Satterth- 
waite and myself, assisted by Mr. Hoyt. 

Experiment I. (Fig. 8)—Dog, weight 10 pounds, 
Tracheotomy; ether administered through trache- 
otomy tube. 

The left carotid artery was dissected out and con- 
nected with manometer. Tracings on kymograph 
were taken throughout. Respiratory tracings were 
also taken by Hoyt’s instrument. 

Laparotomy.—The canula was inserted into the 
stomach and tied in with a purse-string suture. The 


canula was attached to the mercurial manometer to 
take the pressure and thence to a bottle with a stop- 
cock, and this in turn to a cylinder of compressed 
air. It was possible by means of this bottle and stop- 
cock to regulate the pressure more evenly. This 
experiment gave us some very interesting results, 
but also showed that physiological experiments, un- 
less practically duplicating the clinical condition 
which one is studying, by perfect detail, will give a 
result differing from the one to be expected. 

The esophagus was not tied and the stomach of 
the etherized animal rapidly dilated under the in- 
jection of air, showing a paralytic condition, and 
also a valvular closure of the cardia. This corre- 
sponded in part to the experiments of Kelling and 
Braun. However, when the intragastric pressure 
Evidently, after a certain degree of pressure, escape 
of air into the esophagus—in this particular animal, 
Evidently, after a certain degree of pressure, escape 
can take place. Air also escaped under high pres- 
sure into the intestines. The air was started in 
rather slowly for a few seconds, when there was an 
evanescent fall of the blood pressure and irregular 
respiration, which then became more rapid. The 
air was then forced in very rapidly, the pressure 


_ from 20 m.m. being rapidly increased to 80 m.m. 


Hg. With this very rapid distension in which there 
was some intestinal involvement, there was a rapid 
rise of blood pressure due to sudden dilatation of 
the abdominal organs and the forcing of the biood 
out of them, into the general circulation. 

This was, of course, due to error in technic. In 
the experiments on the living, Dr. Satterthwaite and 
I gave our powders to produce distension slowly, 
and in divided doses. The distension was moder- 
ately rapid and within a few minutes. In this ex- 
periment the distension was erroneously performed 
in a few seconds, with the result of forcing con- 
siderable blood into the rest of the circulation and 
raising the pressure. Fig. 8 shows the tracings with 
these errors noted, for the benefit of other experi- 
menters., 

In the next experiment the distension will be pro- 
duced slowly. In the latter part of the experiment, 
the intestine was tied off, but injection was again 
made too rapidly. The stomach rapidly contracted 
down to normal size when pressure was removed. 
It was also noted that the distended stomach pre- 
sented a grayish-white appearance. Finally, the 


thorax was opened and the heart and lungs: tied off 
and removed. There was a venous congestion of the 
lungs. 


Heart cavities were empty. As artificial 
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respiration was not performed, these conditions, of 
course, could thus be accounted for. 

There is, moreover, another factor which must be 
considered in these physiological experiments. The 
animal is under an anesthetic, which abolishes sensa- 
tion and reflexes, and the severe pain, and finally 
shock, which are present as clinical manifestations 
in the severe cases, are entirely absent. These would 
have a decided influence. The anesthetic itself also 
tends to raise the pulse tension and prevent the 
shock. 


As the introgastric pressure began to fall, the 
pulse and respiration became less frequent and the 
pulse tension rose.“ The distended stomach pre- 
sented a grayish-white appearance. The thorax was 
opened, while artificial respiration was kept up. The 
heart and lungs were rapidly removed. There was 
some blood in both heart chambers and a moderate 
venous congestion of the lungs, probably from me- 
chanical interference with the heart action from the 
pressure of the stomach. 

In typhoid fever, the tympanitis seems to be re- 


FIG. 8—EXPERIMENT I. . 


Carotid and respiratory tracings. No ligature to 


Dog-Ether, 


esophagus or pylorus. Gastrostomy and inflation of stomach through 


opening. Mercurial manometer attached to estimate degree of pres- 
sure of the air entering the stomach. 


Incorrectly performed. Very rapid distension of stomach with air 
up to 60 mm. pressure on mercurial manometer. Valvular action of 
cardia, up to 40 mm. pressure; then some escape of air from esopha- 
gus. Previous to this, escape of air into the intestines also, which 
were considerably distended. The fall of pressure under distension 
of stomach is only evanescent. Rapid general distension of the 
gastro-intestinal tract forces the blood therefrom and causes a rise 

Experiment II—Dog weighing 12 pounds. 
Tracheotomy ; anesthetic (ether) through tube. The 
same method was -pursued as regards securing heart 
and respiratory tracings. Esophagus was not tied 
off ; pylorus was tied to prevent entrance of air into 
the intestines. Usual gastrostomy and attachment of 
pressure gauge (mercurial manometer) and com- 
pressed air cylinder. Sutures were taken in the ab- 
dominal wall, so as to simulate normal conditions. 

This experiment was conducted very slowly. The 
ether was removed a considerable time before. Air 
was injected into the stomach very gradually, com- 
mencing at a pressure of 10 m.m. Hg. and increas- 
ing it to 30 mm. The blood pressure diminished, 
the pulse became more rapid and its character 
changed. The respiration also became more rapid 
and changed in character. 

Fig. 9 shows tracings of this experiment. 

You will note that the results correspond to those 
secured by Dr. Satterthwaite and myself in our 
clinical experiments. 


of pressure in the carotid. When the air is evacuated from the 
stomach, there is a short fall of pressure; the circulation_rapidly 
accommodates itself and there is then a rise of pressure. This rise 
of pressure would lead one to incorrect deduction unless explained 
as above. In the second experiment the clinical conditions were close- 
ly imitated. Absence of anesthetic and the element of shock intensify 
the clinical condition. 

Valvular action of cardia (closing same) even with paralysis of 
stomach, under anesthesia (like Kelling’s experiment). After certain 
pressure (40 mm. Hg) is reached escape of air from esophagus, 
however. —Physiological Laboratory, Columbia University. 
garded chiefly as intestinal, and little attention is paid 
tu the gastric distension. When distension occurs, 
it is due to the general systemic infection, or else to 
dietetic errors, and in either event a selective action 
on the intestines seems absurd. The mixed type, 
acute dilatation of the stomach and intestine, 1s 
quite common. There have been several fatal cases 
of the acute gastro-duodenal type, but they are 
rather rare. In the mild cases, there is often no 
vomiting. 

The symptoms may be (cardio-respiratory), a 
marked increase in the pulse and respiration,which 
night be suggestive of some pulmonary complica- 
tion. Examination shows the cause to be acute dis- 
tension of both stomach and intestines. Postural 
treatment will demonstrate the condition due 
chiefly to pressure, just as in the distension exper!- 
ments described. Fig. 10 demonstrates the correct 
method of blocking up the head of the bed. In one 
case, by this means the tympanitic area in the thorax 


was lessened by 4 inches, pulse fell from 140 to 120, 
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and respiration from 40 to 20; showing the influ- 
ence of pressure alone. é 

Incidentally, irrigation, lavage and milk-free diet 
are the indications for treatment. Recent investi- 
gations and experiments have confirmed me in the 
belief that Dr. Seibert’s method of the strained 
broth diet, with the abolition of milk, should be 
employed. 


RESPIRATION, 


NORMAL TRACE 


HEART 


stomach and lessen the intra-abdominal pressure. I 
lave never seen it recommended. This stomach 
washing should be repeated. 

In pneumonia, Broadbent and Oastler have called 
attention to the dangers of tympanites, and Holt 
refers to the danger from dilatation of the stomach 
in pulmonary disease. The acute gastro-duodenal 
type of dilatation of the stomach has occurred with 


FIG. 9.—EXPERIMENT II. 


Dog-Fther. Carotid and respiratory tracings. Pylorus ligatured to prevent distension 
of intestines. No ligature of esophagus. Gastrostomy and inflation of stomach 


with air through opening. Mercurial manometer attached to estimate pressure of entering 
air, 40 mm. Hg = % pound pressure as tested. Further experiments on this animal 

: demonstrated escape of sir from esophagus as soon as air was injected at 40 mm. Hg. 
pressure; no escape up to this point. Ether removed some time before inflation and 
normal pressure (blood) and respiration taken. Inflation is performed slowly at low 
Hersul fh ‘ Hea? pressure 10 mm. Hg. and increased slowly to $0 mm. Hg. Normal pressure 110 mm.— 
- : - falls to 100 mm. after injection of air at pressure of 10 mm.; then pressure readjusts itself 
to normal. Air is then injected at 20 to 30 mm. Hg, when pressure again falls to 100 mm. 
and finally as low as 90 mm. The character of the pulse also changes quite noticeably, the 
excursion being much shorter at Z—slight air escape from stomach and intragastric air 
pressure nd falls to 20 mm. Hg. and as this occurs the pulse tension begins to 
rise and finally reaches 126 mm. This experiment carefully performed, therefore, corre- 
po to the clinical findings in the human subject, lower pressure, more rapid pulse and 
change in character of pulse. Respiration also increased in rapidity after air injection 
and character changes. Pulse normal, rapidity 24 beats in 10”. After injection of air at 10 
mm. Hg. pressure, rapidity—-26 beats in 10”. After injection of air at 20 to 30 mm. Hg. 
pressure, rapidity of pulse, 29 beats in 19”. As pressure (air) falls to 20 mm. rapidity 


decreases to 24, character not vet changed. Normal respiration 14 in 10”. After air 


injection at 10 mm. pressure Hg. respiration 16 in 10”. After air injection at 20 to 80 


mm, pressure Hg., respiration 18 in 10”. After intragastric pressure falls to 20 mm. 


drops to 14 in 10”, 


This same type of acute mixed dilatation may 
occur with rapid respiration, rapid and feeble heart, 
acute distension, pain and shock, and may even 
simulate perforation. In many cases it is impossi- 
ble to differentiate these conditions, until the acute 
distension is relieved. In fact, I am cognizant of 
one case operated on at one of the large hospitals, 
there being the above condition found, with no per- 
foration, and death subsequently due to post-opera- 
tion shock. 

Irrigation and stupes are usually employed, but 
lavage is of great value as an aid to reduce the dis- 
tension, so as to make the salient test, namely: 

“Perforation is followed by local muscular rigid- 
ity, which later becomes general.” 

In acute distension with hemorrhage, frequent 
lavage will relieve the acute dilatation of the 


Hg. (from 30 mm.) a drop of 1/3, then respiration 
—Physiological Laboratory, Columbia University. 


fatal results on several occasions, with typical symp- 
toms, evidently due to involvement of the vagi—in 
the thorax, during the course of a pneumonia at the 
base. 


The most frequent type, however, is the mixed, 
an acute dilatation of the stomach and intestines. 
The toxins of pneumonia, or improper feeding, are 
the chief causes. 

In many cases the symptoms suggest further pul- 
monary involvement, or even cardiac complications. 
Thorough examination will show distension to be 
the factor, and the postural treatment will tempo- 
rarily alleviate the acute symptoms by removing 
pressure. The same method of diet and treatment 
should be employed as in the acute gastro-intestinal 
dilatation in typhoid fever. 

(To be continued.) 
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ON THE USE OF THE WAX-TIPPED CATH- 
ETER FOR DIAGNOSIS OF KIDNEY 
STONE IN THE MALE. 


Ayers, M.D., 


Adjunct Professor in Genito-Urinary Surgery, Post- 
Graduate Medical School, etc., 
NEW YORK CITY. 


That stone in the renal pelvis presents difficulty 
of diagnosis has been proven repeatediy on the oper- 


ating table by thé surgeon’s inability to find a 


calculus when the symptoms indicated its presence. 
Laterly we have been greatly helped in our diag- 
nosis by the #-ray, but many experts willingly admit 
that calculus is not,always shown when present, and 
on the other hand, shadows are sometimes demon- 
strated when no stone exists. — 


Several years ago Kelly, reporting on the use of | 


the wax-tipped catheter, showed that it was a great 
aid in making a diagnosis when x-ray failed. Bevan 
and Smith, in speaking of the value of the wax- 
tipped catheter say: “The wax-tipped bougies used 
by Kelly, when passed into the ureter may show 
scratches produced by contact with a stone. This 
method is applicable only in the female, and by di- 
rect cystoscopy, as practiced by Kelly. Wax-tipped 
catheters do not give reliable information, when 


used with the European cystoscopes, because of the. 


scratches produced by the instrument through which 
the bougie is passed.” I agree with Bevan that the 
Kelly method is not applicable to the male, nor can 
the indirect catheterizing cystoscope be used suc- 
cessfully. In addition, there is only one cystoscope 
that can be used successfully. I differ with Bevan 
and will attempt to show that the wax-tipped cath- 
eter is fully as valuable in the male as in the female, 
when properly used. 

The Cystoscope.—The only instrument now made 
that can be used for this purpose is Brown’s old 
model—the one with the projecting telescope. I 
shall have added to my model a special telescope for 
the wax-tipped catheter. With this cystoscope it is 
possible with great care to introduce the wax-tipped 
catheter into the bladder without its touching any- 
thing but water. From there on the method of in- 
troduction is the same as for direct catheterization. 

For coating the catheter Kelly uses one-half olive 
oil with one-half dental wax, but I prefer pure bees- 
wax. This is soft enough to receive the impression 
of a calculus and is harder than Kelly’s mixture and 
more easily handled. The wax is melted in any con- 
venient receptacle and the tip of the catheter is in- 
serted and quickly withdrawn. After it has cooled, 
another coat is added until the desired thickness of 


wax is attained. Should there be any imperfections 
the wax must be wiped off and a new tip put on. 
Four catheters should be thus prepared before in- 
sertion of the cystoscope. 

The catheter is threaded through the catheter- 
chamber backwards, until only the tip projects be- 
yond the telescope and is placed on the table with 
the tips projecting over the table edge. The cysto- 
scope sheath is passed and the bladder washed out 
through it;-then the-bladder is filled. The telescope 
with the catheter in place is passed through the 
sheath while the water is flowing from the bladder, 
the sheath being somewhat depressed so as to throw 
the telescope when it emerges from the sheath wel! 
up; then more water is put in the bladder. If care 
has been taken with the passage of the telescope, 
and if the catheter has been rotated so that the tip 
will be just in front of the lens, the tip will not have 
touched the sheath. at all, and when the bladder 
having been filled, and the light turned on, the tip 
inspected through the cystoscope, will be seen to be 
perfect. The catheter is now inserted in the sus- 
pected ureteral orifice and slowly passed. If any 
tender area be detected, its distance from the blad- 
der should be located and then the catheter with- 
drawn and inspected. Or it may be passed to the 
renal pelvis before encountering any obstruction or 
tender area. © 

The impression of a calculus on the wax may be a 
very slight scratch or what is more usual a deep 
gouge. The very slight scratch requires corrobora- 
tion by other similar scratches, but the deep gouge 
is positive evidence of the presence of a stone. Im-_ 
pression by solid tissue is smooth and differs mate- 
rially from that of a stone. However, a flattening 
out of the tip of the catheter requires several tests to 
prove that the substance hit is not the face of a cal- 
culus. 


Phleboliths not infrequently cause a shadow on the 
w-ray plate, which simulates ureteral calculus. ‘The 
usual method of exclusion in these cases is to take 
a second plate with a stylet in the ureter. If the 
shadow is some distance from the shadow of the 
stylet the exclusion is easy, but should the shadow be 
close to the stylet, diagnosis is impossible. A wax- 
tipped catheter passed to or a little above the point 
would show a scratch unless the stone were sacu- 
lated, and one would feel confident there was no 
stone present if there were no scratch on the wax. 
To locate the distance from the bladder, the better 
plan is to use the tiger catheter and then one may 
at any time tell the distance of the tip from the blad- 
der, but with the plain catheter the distance of a 
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tender: area or obstruction may be determined by 
catching the catheter close to the instrument between 
the thumb and finger and withdrawing slowly. Just 
so soon as the tip is seen to be released from the 
ureteral meatus that portion of the catheter between 
the fingers and the cystoscope will give the distance 


of the tender area from the bladder. It must be re-: 
membered that the ureters vary greatly in length. 
The shortest one I have met on the cystoscopic table 


was six and one-half inches, while the longest was 
sixteen inches. From measurements with the ure- 
teral catheter I should say the average length was 
twelve to fourteen inches. Any obstruction below 
twelve inches is probably in the ureter. 

Given a patient with the clinical picture of kid- 
ney-stone, the question of operation always includes 
the question of the condition of the other kidney. 
Bilateral catheterization is, therefore, necessary and 
at the same time the wax-tipped catheter may be 
passed making an +-ray picture unnecessary. Should 
an #-ray have already been taken with positive evi- 
dence of stone, simple catheterization is all that 
is required, unless a shadow is shown in the course 
of the ureter. Under such conditions one may use 
the test to find if the ureter shadow is a calculus or 
phlebolith. If +-ray has been negative in such a 
case as has been described, a test by a wax-tipped 
catheter may prove positive evidence of stone. 


Case I.—W. L. F., came to the office November 
26, 1907. In 1900 he fell from a step-ladder about 
five feet, striking on his back and the following day 
found both legs paralyzed. He recovered the use of 
his limbs in a few days. He said there was no blood 
in the urine following the injury. In 1902 he passed 
one small stone and two and a half years later he 
passed three or four. There was very little pain ac- 
companying the passage of the calculi through the 
ureters. .Since March, 1907, has’passed about twen- 
ty small calculi and one week before coming to me 
he passed one weighing two grains... It was slightly 
cylindrical in shape and corresponded in size to a 
No. 21 sound. There had been very little pain with 
any, except the large one. The calculi were found 
to be pure uric acid. een 

Examination showed a man. well nourished, 
though rather anemic. His urine, was distinctly 
cloudy and under the microscope was seen to contain 
many pus cells ; few blood cells ; many epithelial cells 
from the renal pelvis and a large ‘number of uric 
acid crystals. The bladder was practically normal in 
appearance ;the left ureteral orifice normal ; the right 
swollen and gaping. On account of the sensitive- 
ness of the urethra I could not use the Brown cys- 
toscope but employed my own model. Both ureters 
were catheterized with ease and the ureteral cath- 
eter detected nothing. Normal urine ‘was collected 
irom the left side while that from the right was 
cloudy and presented the same conditions micro- 
scopically as the mixed urine. The right ureter and 


pelvis were thoroughly washed with boric acid solu- 

On ‘November 3rd, there had been no change in. 
his general condition and the cloudiness of the urine: 
was the same. I sent him to Dr. Caldwell for xray 
examination, and he reported that no calculus*could 
be shown. Again the right pelvis was washed, this 
time with silver nitrate. wp 

On November toth, the urethra having become 
less sensitive I used the Brown cystoscope: and 
passed two wax-tipped catheters. Both were dis- 
tinctly scratched. Then I shifted cystoscopes and 
passed a No. 11 catheter up to the pelvis and after 
its removal I found its varnish scratched. 

On: November 17th I again obtained scratches’ 
and again passed a No. 11 ureteral catheter, hoping 
if the calculus were a small one, that I could dis- 
lodge it. 


Fig. 1. Calculus Removed from Case II. 

One week later he reported that no stone had 
passed and I advised operation. He delayed, and 
in February, 1908, after the most severe ‘attack of 
colic he had ever experienced, passed a stone slight- 
ly larger than the one described above. Since this 
attack he says he has been feeling perfectly well. I 
have been trying to get him to consent to another 
test by the wax-tipped catheter, but he is afraid I 
will prove the presence of another calculus. It is 
possible that this stone was the only one present 
when I obtained the scratches and was dislodged 
sufficiently by the catheters to cause it to engage in 
the ureter and descend. . 

Case II.—J.-F., aged 28, came to the Post-Gradu- 
ate Dispensary about two and a half years ago. At 
that time a diagnosis of pyelitis was -made, but 
x-ray failed to reveal.any stone. He was, therefore, 
treated by lavage of the renal pelvis for about two 
months; the pain subsided somewhat and the urine 
became much more free from pus. He discontinued 
treatment and came to my office on May 23, 1908. 
He never had any venereal disease. He told me he 
had pain on his right side.ever since he was a little 
chap, the pain being so severe at times as to require 
counter irritants in the shape of plasters. He. had 
no other symptoms up to seven years ago, when he 
discovered his urine was cloudy, and it has remained 
so ever since, except for a period of about six weeks 
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after treatment at the Post-Graduate. During the 
seven weeks he usually had pain in the back on 
getting out of bed, but after about an hour it disap- 
peared. On the 19th of May the pain was so severe 
as to keep him in bed for two days. Pain radiated 
downward along the course of the ureter to the 
bladder, but not to the testicle. No frequency; 
never passed any blood that could be appreciated. 


On examination, urine was found to be moderate- 
ly cloudy. Attempted to pass a wax-tipped catheter, 
but the orifice of the ureter was too small-to allow 
it to enter. Ordinary catheter was substituted and 
when it had passed twelve inches along the ureter 
the tip touched a tender spot giving the same pain 
he usually had. In five minutes, after the catheter 
had passed this tender spot, more than an ounce of 
urine was evacuated, moving considerable residual 
urine. Microscopical examination showed a mod- 
erately large number of red cells, many crystals of 
uric acid and oxalate of calcium; moderately large 
number of pus cells and a few cells from the upper 
and middle layer of the pelvis. 


On the 25th an +-ray examination failed to detect 
stone. Once a week for four visits larger and lar- 
ger catheters were passed until on the 13th, I passed 
a No. 8, and immediately passed a wax-tipped cath- 
eter which touched a tender area at twelve inches 
from the bladder. It was withdrawn and a very 
slight scratch noticed on its side. Three other cath- 
eters were passed, two of them showing distinct 
scratches, therefore, a diagnosis of stone twelve 
inches from the bladder was made. 

On July 7th a nephrolithotomy was performed 
at the Post-Graduate Hospital, and on account of the 
tender area being only twelve inches from the blad- 
der some time was spent in searching the ureter 
for the calculus ; as it was not found, the kidney was 
brought up and the stone felt in the pelvis. It was 
removed through a pelvotomy. On account of the 
large size of the stone a moderately large incision 
had to be made and this cut was partly closed by a 
single suture. The patient left the hospital on the 
18th, the wound was entirely healed on the 27th. 

The report of the stone specimen submitted for 
examination is as follows: 


Calculus from Kidney.—“The specimen submitted 
for examination is a hard irregular concretion in 
shape resembling a large decayed molar. The out- 
e1 surface is light yellow in color, except part of the 
body, which is dark brown. On section the surface 
shows a clear white. The body is rounded three- 
quarters of an inch long by five-eighths of an inch 
wide. In the center of the body is an irregular cav- 
ity with thin friable wall. The cavity is filled with a 
moderately firm granular tissue closely adherent to 
the inner surface and densely impregnated with cal- 
careous matter, giving the surface of the tissue the 
appearance of being studded with numerous fine 
papille. On the under surface are three spiculz, 
the largest measuring three-eighths of an inch. 

The analysis of the calculus shows it to consist 
of calcium oxalate mixed with a very small amount 
of uric acid. The part of the surface of darker 


color is the more recent deposit, the older layers 
gradually assuming the lighter color of the body of 
the stone. 

The tissue attached to the wall of the cavity is 
fibrous tissue of loose construction, with a very little 
round cell infiltration. In appearance the tissue is 
such as is seen encapsulating a foreign body. Very 
many calcareous granules cover the surfaces and are 
scattered throughout the tissue. There is nothing to 
suggest hypertrophy or new growth. 

Calculus, calcium oxalate (mulberry stone) with 
small quantity of uric acid. 

Part of fibrous capsule attached. 

These two cases prove absolutely the reliability 
and accuracy of the wax-tipped catheter in the male. 
It would not be possible to demonstrate a stone in 
the kidney tissue by this method; also it would be 
possible to miss a stone in the bottom of the deeply 
sacculated renal pelvis, but in this case we would 
find by the catheter a large amount of residual pus 
which would make an operation indicated, provided 
the other kidney was in good condition. Where the 
evidence given by the wax-tipped catheter is positive 
there is no question of the diagnosis. 


ILEus. 


Whatever the cause of the ileus it may be laid 
down as an axiom that the pathology is increasing 
every hour relief is delayed. Realizing how rapid- 
ly death of tissue may occur when the circulation 
to a part is stopped by strangulation, and how 
equally effectually the blood supply to the bowel 
wall may be impeded and stopped when the intestine 
is greatly distended, resulting in ulceration—Koch- 
er’s “dilatation ulcer”—with migration of toxins 
and bacteria through the wall, it is not surprising 
that the mortality of ileus becomes rapidly higher 
the longer the operation for its relief is postponed. 
—Byron B. Davis in the Western Medical Review. 


OPERATION FOR ILEUS. 


In carrying out the search for ileus it is highly 
important that the greatest gentleness be used. The 
penalty for rough handling is too great. Pinching 
and bruising of the intestines are bad enough at any 
time; with the conditions present in ileus they are 
intolerable. It is also highly important that there 
should be the least possible amount of exposure of 
the intestines during the procedure, only a short 
loop being visible at one time, the remainder being 
protected by towels or large pads wrung out of hot 
normal salt solution, and kept hot all the time— 
Byron B. Davis in the Western Medical Review. 
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SOME THERAPEUTIC USES OF ACTIVE, 
PASSIVE AND COMBINED HYPER- 
EMIA.* 


EpMuND PRINCE Fow ter, M.D., 
NEW YORK. 


For the past two years I have made use of arti- 
ficially induced hyperemia according to the meth- 
ods of Bier, and otherwise, for the treatment of 
many and varied diseases and symptoms. Although 
results have not in every case come up to expecta- 
tions, in the vast majority I believe the treatment 
was of real service in aborting, relieving, or cur- 
ing the affections. In using new methods or modi- 
fications of old methods in the treatment of disease, 
it often happens that we rely upon and expect too 
much of the procedures followed, neglecting tried 
and true remedies which if brought into play would 
greatly enhance the beneficial action of the former. 
This tendency I have endeavored to avoid, and it 
may be that my enthusiasm for induced hyperemia 
is dependent largely upon the fact that whenever 
possible I liave combined its action with medical and 
surgical treatment of recognized worth. 

In this paper it is not my intention to go into any 
elaborate discussion as to the exact action of active, 
passive, or combined hyperemia, for obviously, I 
would not then be able to give sufficient space to the 
subject matter indicated by its title. I must, how- 
ever, devote a few words to my conception of the 
rationale of induced hyperemia. 

Time out of mind the human race has utilized 
heat and cold, moisture and dryness, and irritants 
of various kinds for the relief of pain and the cure 
of disease. These have been most successful, as is 
evidenced by their continued use for centuries, their 
ever increasing refinement of application, and their 
aimost limitless adaptability to varying pathological 
conditions. When we find that in innumerable ways 
we may accomplish like results in treatment, it is 
probable that underlying these methods there is 
some action common to them all. 

Heat, moisture, cold (after its primary contract- 
ing effect on the bloodvessels has subsided), irri- 
tants of many kinds (internally or externally admin- 
istered), constricting bands, suction cupping, the 
w-ray, radium, electric currents, massage, and va- 
rious other remedial measures have in common one 
action ; they all tend to produce an increase of blood 
in the parts affected. In other words, they induce 
hyperemia. Of course this is not the sole result 


* Read before the Medical Society of the County of New York, 
May 25th, 1908. 


of their employment, but to my mind it is most im- 
portant. Looked at in this light, treatment by hy- 
peremia is surely not new, but new methods of ap- 
plication, and improvements in teclinic are often of 
the greatest service in advancing our ability to mas- 
ter disease. I will rehearse briefly the general opin- 
ion regarding the action of artificially induced 
hyperemia. 

It obviously brings more blood to the part, and 
should therefore tend to prevent atrophic processes 
and ankylosis, increase nourishment and degenera- 
tion and oxidation. If passive, the circulation is re- 
tarded, the increased transudation and. diapedesis 
impede the general invasion of the organism by the 
bacteria ; and at the same time the medium becomes 
less favorable for their life; they fall prey to the 
migrating leucocytes as phagocytosis is exception- 
ally active under these conditions.* Bactericidal 
action may be due to the local accumulation of anti- 
bodies.+ Leucocytosis, phagocytosis, the opsonic in- 
dex, the alexin power of the blood, the carbon di- 
oxid, and the bacteriolytic power of the blood are 
claimed to be increased in the parts affected; like- 
wise the absorption power and solution of débris. 
If a suppurating part is incised and cupping applied, 
the evacuation of toxic products is secured, and the 
tissues are washed out, as it were, by the blood 
serum. Incisions are indispensable in suppurative 
processes, except in their incipiency. The absorp- 
tion of toxic material is prevented. Pain is re~ 
lieved—it may be by the numbing of the sensory 
nerve endings by pressure, as in infiltration anes~ 
thesia. As we all know, the relief of pain is one of 
the notable results of induced hyperemia, and the 
newer methods often succeed in this desideratum 
where the older failed. One reason for this is that 
the newer methods affect more thoroughly the deep- 
er tissues. The relief of pain and a sense of general 
well-being are important guides in applying hyper- 
emic treatment, and in few cases should this pro- 
cedure be persisted in unless the patient experiences 
improvement along these lines. 

With one exception the methods and technic 
which I especially desire to bring to your notice 
are, as far as I am aware, original. I present them 
for your consideration and criticism, in the hope 
that they may prove of service. 

The following cases illustrate the beneficial ef- 
fects of passive or congestive hyperemia induced by 
means of a neckband, made of ordinary elastic web- 
bing, one-half to two inches wide, encircling the 


*Vichera, Policlinic XIV, 6, 1907. 
t M. G. Seelig, Interstate Medical Journal, December, 1907. 
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throat.and fitted with hooks and eyes, so that when 
it is adjusted a slight flushing of the face is brought 
about. “The physician must supervise its first appli- 
cation and instruct those in charge of the patient 
to remove it at once if it occasions pain or gives 
undue discomfort. Bands applied while the patient 
stands are often found to constrict unduly in the re- 
cumbent position. In those suffering from inflam- 
mations of the throat, I first apply a moist compress, 
and encircle this with the elastic band. 


Cough. Augusta K., 9 years; pharyngitis and 
laryngitis. Cough very annoying. 

Neck band applied except at meals and while 
walking about. Child apparently well in three or 
four days. The cough was relieved very soon after 
putting on the neck band. 

Insomnia With Bronchitis. Baby Jackson. Sleep- 
lessness, bronchitis and cough. : 

Cold compress with neckband at night, stopped 
the cough and he sleeps all night when it is applied. 
This was continued for three nights until the bron- 
chitis had improved. 

Insomnia and Croup. Ethel C., aged 2% years. 
Has not slept for four nights on account of cough 
and restlessness. Besides the regular remedies, 
. added a cold compress about throat and over this an 
elastic neck band; has worn this for one week and 
slept every night, and coughed but little when it 
was applied ; at the end of the week was discharged 
cured. 

Pain in Throat and Insomnia.—Elsie K. Acute 
follicular tonsilitis. Put to bed and regular treat- 
ment given, also moist compress about throat and 
over this an elastic webbing band. Great comfort 
obtained from this within a few hours, and quiet 
restful sleep. Within four days was well. 

Insomnia With Tonsilitis. Kate W., 25 years old. 
Acute follicular tonsilitis and pharyngitis. Regular 
treatment was administered. Though she had been 
unable to sleep for several nights, she slept quietly 
the first night the band was applied and on subse- 
quent applications. Within four days was cured. 

Chorea and Restlessness During Sleep. Theodore 
K., 13 years old. Chorea. Very restless at night. 

Within one or two days after the neckband was 
applied he slept much better. The regular treatment 
for chorea was also prescribed. On several nights 
the band has been omitted, with the result that his 
sleep has been more restless. 


Insomnia and Nervousness. Florence R. From 
recent sickness and death in the family suffered a 
nervous breakdown. Could not sleep at night and 
fell into the habit of taking trional and other sopori- 
fics. I stopped all this and applied the neckband, 
which produced at once quiet and restful, refresh- 
ing sleep. The band was continued for a few nights 
until the nervous condition improved. 

Insomnia, Pat C. Age 63. O. M. S.C. R., O. 
M. C..C. L. 

Following an attack of grippe and pleurisy, be- 


.came deaf in his right ear, slight discharge. Has 


not slept for five weeks. On using the neckband, 
the first night he slept all night, and has continued 
to do so during the two or three weeks he reported 
to me. 

The next few cases are to my mind most interest- 
ing and suggestive as to the possibilities of the 
treatment in innumerable maladies. If I had met 
success in none but these I would gladly contribute 
the energy wasted on failures, and consider myself 
amply repaid by the results herein obtained. — 

Of all distressing and obstinate symptoms, tin- 
nitus aurium and loss of sleep thereby surely hold a 
place in the first rank. Lest you should infer that all 
cases of tinnitus or sleeplessness gave way under 
the influence of the constricting neckband, I must 
state that many do not, and that the only way I 
know of surely determining its value is to apply it 
and await developments. 


Insomnia and Tinnitus Aurium. Augusta B., age 
57. Has had O. M.C. C. B., pulmonary tuberculosis 
and diabetes for years. Never had any pain in ears, 
nor vertigo. Tinnitus is especially bad at night, and 
for years has been unable to get a good night’s 
rest. 

Neckband at once diminishes tinnitus, and pro- 
duces better sleep. For three months she has used 
this device off and on, and always with relief. It 
apparently has no deleterious effect. 

Insomnia and Tinnitus. Jennie B. Age 28. 
Laundress. O.M.C.C.B. and nerve. Tinnitus, es- 
pecially in early morning. Deafness for three or 
four years, 

After six weeks’ treatment by the usual methods 
and with especial reference to her general health 


_and diet, I could see no improvement in the tinnitus 


or vertigo which usually accompanied it. Exercise, 
stooping, or anything which accelerated the circula- 
tion seemed to make the noises worse, but a snug 
neckband had a marked beneficial effect, if worn all 
night, and besides made her sleep much better. She 
is still under treatment and improving. 

Insomnia and Tinnitus. Charles S. Age 38. 
O. M. C. C. B. Tinnitus. Pain and deafness in left 
ear for six months off and on. Has been unable to 
sleep at night for six months. For three months 
under usual treatment; experienced but little relief 
from buzzing noises in ears. Neckband applied and 
he has slept soundly every night since its application. 
Deems it a godsend. It also always relieves the 
tinnitus within ten or fifteen minutes after it is 


adjusted. 
Tinnitus Aurium. Charlotte J. Age 21. O. 
M. C. C. B. Following cold in the head, for three 


months has had noises like escaping steam in the 
ears. Neckband diminishes tinnitus at once, but on 
removal of the band it returns. Under catheteriza- 
tion, massage, and treatment of nasopharynx, the 
tinnitus in the right ear disappeared, but that in the 
left did not abate except for brief intervals. Neck- 
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band always dissipates the tinnitus and she has worn 
it almost every night for the last eight months, 
whenever the noises in her ear are troublesome. 


Tinnitus Aurium. John B. Age 26. Tinnitus 
B. O. M.C.C. B. 

Ankylosis and retraction of ossicles. Deafness. 
For three years noices like the sound of escaping 
steam. No worse at night, but appears to be so on 
account of surrounding quiet. Various recognized 
procedures were tried for six months, with intervals 
of a month or so between periods of treatment. The 
tinnitus finally disappeared in the left ear, but re- 
mained as loud as ever in the right. After nine 
months I found that on placing a tight constricting 
band about his neck the noises immediately ceased, 
but returned on removing the band. For four 
months he has continued to use the band at night, 
and it always completely subdues the tinnitus, which 
has now almost disappeared. Contrary to the usual 
habit, on catching cold during the last four months 
the tinnitus did not return to any marked extent in 
his right ear, and not at all in his left. 


Fig. 1. Suction Bell Ear Douche. 


As usually applied, a constricting neckband is 
oiten uncomfortable on account of its interference 
with deglutition. To obviate this and to provide a 
simple and efficient means of using the treatment, 
T have devised a band made as follows: Between the 
outer and inner layers of a canton flannel band, 
which is provided with hooks and eyes near its ends, 
a soft rubber bag is inserted. This, when inflated 
through a cut-off, valve in one end, relieves the 
larynx from excessive pressure. Its length may be 
made such that the two ends do not come within 
two inches of meeting when the apparatus is in- 
flated, and the band thus raised up as it bridges the 
larynx. After adjusting and inflating, it is very 
simple to gradually permit the air to escape if for 
anv reason this is deemed advisable. It may be 
made of sufficient breadth to obtain also all the ef; 
fects of the old method of covering compresses with 
oil silk or such like. If it is desired to exert a given 
exact amount of pressure at every application, it is 


but necessary to connect the shut-off tube with the 
ordinary mercurial manometer and double hand ball, 
which accompany blood pressure apparatus; pump 
in the required amount of air, and before discon- 
necting, close the valve. 

I believe that the several devices I employ are an 
improvement on the older machines in that by their 
use we can not only accurately regulate the amount 
of suction but render this action automatically cer- 
tain and simple. This will permit of others than 
physicians carrying out the treatment, once it is in- 
stituted. They are so constructed that it is impos- 
sible to produce too strong a vacuum, this being de- 
pendent on the length of the drainage tube. Every 
foot of tubing will exert a suction force equal to 
about 22 mm. of mercury. By lengthening the tub- 


Fig. 2. Method of Using the Ear Douche. 


ing this may be increased proportionately. The 
action is dependent on the fact that the intake noz- 
zle, which is connected with a fountain syringe is 
smaller in area than the outflow tube. Thus we ob- 
tain a syphonage from the cup, and if the latter is 
tightly applied to the parts treated this hydraulic 
siphonage and the action similar tc that of Spren- 
gil’s air pump, tends constantly to produce a vacuum 
inside the apparatus. This hydraulic cupping ar- 
rangement is valuable in several ways besides those 
mentioned. It automatically produces a definite 
amount of suction and for a definite length of time. 
It cannot easily get out of order, and by using fluids 
of different temperature various degrees of active 
hyperemia may be superimposed on the congestion 
induced by the cupping. I believe that these com- 
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bined actions are of greater service than either 
would be alone. 

These cups have a false lining to prevent the 
fluid from coming into contact with the parts. In 
another apparatus this is omitted, and besides the 
cupping we get an irrigation and direct application 
to the tissues of the fluids used. The suction bells 
may be made of various sizes and shapes, though I 
show but three, the largest being for application to 
the breast. 

Brilliant results have been obtained by many 
physicians by the use of cupping, but I shall not go 
into this except to explain and demonstrate my suc- 
tion bell douche for the treatment of diseases of the 
ear. 

Last month I exhibited before the Otological and 
Pediatric Sections of the Academy of Medicine a 
glass model representing the hydraulic arrangement 
of the ear chambers. I showed how it was impos- 
sible by means of suction or irrigation to satisfac- 
torily cleanse the middle ear unless the drum mem- 
brane was almost totally wanting and the Eustach- 
ian tube was patent. I also demonstrated that the 
suction bell ear douche was capable of manipulation 
in such a manner that the fluid could be forced 
through even a pinhole perforation in the tympanic 
membrane into the middle ear, and drawn out again. 
By observing this douche in action, it is at once evi- 
dent that it supplies a means of cleansing and 
treating the ear, that is simple, safe, and efficient. 
One of its chief features is that it may be used 
regularly for home treatment, and by the patient, 
without the assistance of a second person. 

The apparatus consists of a glass bell with two 
nipples, the lower continuous with the drainage 
tube and the centet one for connection with tubing 
from a fountain syringe, its source of fluid supply. 
Through the intake nipple the fluid flows into the 
nozzle which extends through the bell and half an 
inch beyond the circumference of its circular open- 
ing. The outer portion of this nozzle is of soft rub- 
ber tubing, so that any injury to the canal is impos- 
sible, and on account of its length the drum mem- 
brane is safe from traumatism. The action of the 
douche is automatic and as “foolproof” as it is 
possible to make a suction cup or an irrigating de- 
vice. It combines—as desired—suction, compres- 
sion, irrigation, hyperemia (active, passive, or com- 
bined), and massage. It does cleanse the canal, 
and tends to prevent retraction of the drum and ad- 
hesions. It causes less vertigo and discomfort than 
other irrigators, and more speedily relieves pain. 
For a detailed account of its virtues and limita- 


tions I refer you to the report of my demonstration 
before the Sections mentioned. 
The following cases will illustrate its efficacy : 


Mildred K. Age 3 years. O. M. S.C. Actite 
exacerbation. Following an operation for cleft 
palate both ears have run for 10 weeks. Pain con- 
stant for past two days. Right drum bulging. 
Freely incised ; suction douche q. 2 hours with hot 
boric acid solution ooii per irrigation. For two 
days the nurse did not properly use the douche, ne- 
glecting to obtain suction. On day following in- 
cision of drum, temperature rose to 105° F, in af- 
ternoon and mastoid tenderness was pronounced. 
Proper suction being instituted, the temperature fell 
to normal within a few days. Mastoid tenderness 
disappeared, and within ten days the patient was. 
discharged cured. No retraction of drum. Re- 
mains well to-day, three months later, 


Lillian K. Age 5 years. O. M.S. C. L. for two 
years. Foul smelling discharge. Suction ear 
douche four times a day. H, O,. Has boric acid 
solution ooii each irrigation. In two days odor al- 
most disappeared, and in nine days was cured. Two 
months subsequently, returned with an acute sup- 
puration in the other ear (right), the left ear still 
remaining well. 

Lena G. Age 23 years. Tuberculous history. 
O. M. S. C. B. for twenty years, summer and win- 
ter. Bad odor to discharge. Radical mastoid oper- 
ation advised by several physicians and surgeons, 
but refused. Suction douche and H,O, drops in ear 
at each application. This treatment was begun two 
months ago, and the discharge has gradually become 
less in amount, and has lost its odor, until at present 
it is difficult to detect the slight moisture present. 


Sadie G. Age 2 years. O. M.S. C.L. Foul 
odor. Left ear discharging for ten months, follow- 
ing rhinitis. Has enlarged tonsils. Suction douche 
four times a day. Within three weeks cured. No 
recurrence during two months she remained under 
observation. 

Anna B. Age 39 years. O. M. S. C. L. and 
furunculosis. Following scarlet fever when a child, 
her ear ran and has continued to run off and on ever 
since, with pain and acute symptoms at intervals. 
There is a small perforation near the processus. 
brevis of the malleus. Under faithful irrigation and 
cleansing treatment by the aid of Lucae’s douche, 
the ear has become almost dry, only to break out 
again within a few days. After two months the 
suction douche was used three times a day, with al- 
most immediate result, the discharge becoming thin- 
ner, losing its odor, and finally stopping four weeks 
ago. On my last inspection, May 18, 1908, it was 
still dry. 

Edward S. Age 2% years. O. M. S.C. L. 
Left ear has run for two years. Pain at inter- 
vals and a foul odor always. Suction douche to: 
be used once a day by nurse at hospital, and mother 
to irrigate twice a day at home. Within three days. 
the odor had almost disappeared and the dis- 
charge was less profuse and thinner. In one week 
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from beginning treatment the ear appeared dry, 
douching was stopped, and for two weeks the child 
remained under observation without any indication 
of a return of the discharge. A small perforation 
was still apparent in the drum membrane when last 
seen. 

Mildred J. Age 8 years. Acute suppurative 
otitis media. One year ago acute suppuration in 
both ears. Has been ailing for the past three weeks, 
following measles, and running a temperature up to 
103°F, at times. Has been treated for various 
diseases without result. No pain, but tor one day 
slight thick discharge and deafness. There is a 
small perforation in the posterior inferior quadrant 
of right drum. Suction douche q. two hours by 
competent nurse (Boric acid sol. ooii.) (110°F.) 
Temperature dropped to normal during the first 
night and, with the exception of rising to 100° on 
following evening, remained normal thereafter. In 
three days the canal was dry. In four days the hear- 
ing was almost normal, and in six days no retrac- 
tion nor congestion was apparent. 


Fig. 8. General Design or Scheme for Cupping Devices Invented by 
the Author. 


Gertrude O. Age 7 years. Acute suppurative 
otitis media. For two days noticed deafness. No 
pain, no fever. Three years ago right ear ran, but 
healed. It is now retracted and hard of hearing. 
Left drum is markedly bulged, and Shrapnell’s 
membrane and the canal greatly inflamed. The 
next day the drum was freely incised, and a tre- 
mendous amount of sero-purulent discharge was 
obtained. The discharge continued for a week. 
Neckband applied, and although it was too tight 
and caused some edema of the face the child liked 
it and would not have the nurse remove it. Suction 
douche q. two to three hours, except while sleep- 
ing. Discharge stopped in nine days. In two 
weeks drum appeared normal and light reflex had 
returned, 


George B. Age 4 years. Acute suppurative otitis 
media, subsequent measles, and abortion of an otitis. 
On Christmas Day, 1907, right ear pained and has 


been discharging ever since. On January 13, 1908, 
left ear was very painful. On inspection the drum 
was distinctly bulging. Free incision of the left 
drum membrane was done at once, obtaining a 
bloody purulent discharge. Regular treatment with 
neckband and irrigations with suction douche. Both 
ears gradually recovered, and in one week were dry, 
with but slight retraction. They remained well until 
the child contracted measles on March 7, 1908, when 
the left ear became painful after five days. Although 
very red, neither drum became bulging, and both 
recovered by the use of the suction irrigation three 
and four times a day. On April 16 both were still 
well. The child slept exceptionally well while wear- 
ing the neckband, 


Mary B. Age 11 months. Acute suppurative 
otitis media, both ears. Earache for one week in 
both ears. Six months ago the left ear ran for two 
or three weeks. Free incision of left drum. Suc- 
tion douche by nurse at hospital once a day, both 
ears. In two days the discharge had apparently 
ceased and the light reflexes had returned. 


Fig. 4. For Producing Hyperemia in Fingers, Toes, Forearms, etc. 


Adolph L. Age 4 years. Acute suppurative otitis 
media, right ear. Following cold in head has had 
pain, sleeplessness, and discharge from the right ear 
for four days. Free incision of tympanic mem- 
brane; suction douche q: three hours. In six days 
apparently well, and remained so for four weeks, 
during which I saw him from time to time. 


Stephen M. Age 19 years. Perichondritis fol- 
lowing traumatism of pinna. Very tense and pain- 
ful. Suction douche q. two hours, with boric acid 
solution as hot as could be borne, first making small 
incision into the tumor to allow pus to escape. Pain 
diminished after first suction. In three days was 
much improved, and tenderness on pressure almost 
gone. Within six days discharged, healed, cured. 
In this case the rubber nozzle of the douche was 
removed, so that the hot irrigating fluid might im- 
pinge directly upon the abscess. 


Walter McD. Age 9g years. Mastoiditis, follow- 
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ing otitis media purulenta chronica. Two months 
ago had similar attack which cleared up under treat- 
ment at St. Mary’s Hospital, but in two weeks came 
to me with acute mastoiditis and otitis. Drum freely 
incised at once. Neckband applied and suction 
douche used q. two-three hours. Mastoid and mid- 
dle ear cleared up within nine or ten days. No re- 
turn within the six or seven weeks during which 
he was under my observation. 

Susan F. Age 33 years. Mastoiditis and sub- 
acute suppurative otitis media. Right ear. Dis- 
charging for six weeks following a sore throat and 
rhinitis. Mastoid very tender on pressure, also pain 
in ear most of the time. Suction douche q. two 
hours, and once during the night. After one day’s 
treatment the pain disappeared and also the mastoid 
tenderness. In three weeks she was apparently 
cured, 


CasE SHOWING THE EFFICIENT DRAINAGE EstTAs- 
LISHED AND MAINTAINED BY USE OF THE SUC- 
TION DoucHE, AND A RELAPSE ON Its Dis- 
CONTINUANCE. 


James C. Age 25 years. Cigarette maker. Ear- 
ache and discharge for four days, right ear. Severe 
pain on pressure over mastoid tip and higher. Suc- 
tion douche q. two hours, diminished pain and se- 
cured free discharge at once. Examination of pus 
showed mixed infection. At the end of a week all 
pain and tenderness disappeared, and the ear was 
discharging freely. Was discharged from hospital 
and did not return for three weeks. Had neglected 
treatment at home, and came back with an acute 
exacerbation of his otitis and mastoiditis. At oper- 
ation found the mastoid cells filled with pus and 
the sinus covered with granulation for two inches. 
He made an uneventful recovery. 


Since I have instituted the suction douche treat- 
ment for mastoiditis, but two cases out of twelve 
have come to operation. In both of these cases 
after all tenderness, pain, and temperature had 
subsided, and the patients had been discharged 
from the hospital, home treatment was neglected 
and in two or three weeks they come back with a 
violent return of the symptoms. In both cases, at 
operation, the mastoid cells were found infiltrated 
with pus and the sinus extensively covered with 
granulations. Both cases made a perfect recovery, 
which was assisted by dry cupping at each dress- 
ing. 

Before closing I will call attention 
fact that by irrigating in the presence of a partial 
vacuum we increase all the desirable actions of the 
irrigating fluid and annul or diminish the objec- 
tionable ones. One notable result is the lack of the 
soggy water-logged appearance so common after 
the ordinary syringing. 

37 West 76TH STREET. 
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DYSMENORRHEA.* . 
R. A. Murray, M.D., 
NEW YORK CITY. 


Dysmenorrhea, the name of a symptom, that is, 
painful menstruation, interferes so much with a wo- 
man’s well being, capacity for work and the enjoy- 
ment of life, that though only a symptom, it calls 
for a pathological study. : 

Dysmenorrhea may be either primitive or ac- 
quired. In the primitive form we have three dif- 
ferent classes. One in which from the commence- 
ment of menstruation there has always been pain 
at the onset, during the continuance, and at the end 
of the flow. 

The second class of cases has pain only at the 
onset, relieved by the flow, but the patient is left in 
such a used-up condition that she hardly recovers 
before the next flow occurs. 

In the third class of cases there is pain preceding 
the menstrual flow for about a week. This pain is 
continuous, accompanied by a sensation of dragging 
weight in the pelvis or with neuralgic pain running 
down the thighs, feeling of malaise, headache, and 
slight fever, so that the patient is confined to bed and 
is not relieved until the flow is profuse. After the 
flow the patient’s condition is so wretched on ac- 
count of digestive disturbances resulting from the 
irritation of the ovaries that during each month 
there is a full week lost from her active life. 

The acquired form is found in women who have 
menstruated normally and then have been infected 
from miscarriages, childbirth, or sepsis from gono- 
cocci or other bacteria. 

The causes of dysmenorrhea in the primitive vari- 
ety are malnutrition from birth, confinement to 
school and study while the uterus is undeveloped ; 
constipation, in addition to the neglect of sanitary 
laws and proper exercise in the open air, and the 
effort to attain mental qualifications while the sys- 
tem is in its formative or growing condition. 

The functions of reproduction being the last in 
the development of the individual, are consequently 
more liable to suffer from causes active in the period 
of development. Ignorance on the part of the 
mother and of the school teacher is one of the 
greatest causes of this trouble. In the poorer 
classes mal-nutrition, early and hard work, in addi- 
tion to the loss of sleep, and of diet and proper 
exercise in the open air are possibly greater factors 
than the school which is more prominent in the 


* Read before the Northwestern Medical and Surgical Society, 
February 19th, 1998, 
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better classes. Patients range usually from fifteen 
to twenty years of age; they either menstruate 
very early, as at eleven; or late, as at fifteen or six- 
teen. The one evidencing excessive stimulation, 
the other lack of nutrition of the organs. 

Examination shows in these cases a uterus small, 
light, with nipple-shaped cervix and small constric- 
ted cervical canal, very frequently a profuse leucor- 
rheal discharge, especially after exercise, and with 
this, anemia, palpitation of the heart, indigestion, 
particularly constipation, usually no displacement of 
uterus, but it is often anteflexed; the ovaries are 
tender. This examination should be made at first 
always from the rectum, and only per vaginam in 
young subjects, when they can be anesthetized so 
that their sense of modesty will not be offended, 
and also that we may not be prevented by pain from 
determining if any gross pathological conditions are 
present. Anesthesia also prevents laceration of the 
hymen and fourchette. In a few of the cases endo- 
metritis is present ; and where there is a profuse leu- 
corrheal discharge which keeps the external parts 
bathed in pus and irritates them we find cases of 
masturbation which add to the nervous symptoms 
and suffering of the patient. 

The diagnosis of the cause is necessary to the 
treatment. Ina large number of cases there may be 
nothing but anemia, malnutrition and forced stimu- 
lation due to mental cultivation, as a basis for the 
dysmenorrhea. These paients require no treatment 
except tonics, iron, quinin, arsenic, strychnia, exer- 
cise in the open air, plenty of sleep and freedom 
from school or hard work. The cases a little older, 
liowever, cannot be so benefited or the treatment 
would take too long, and here we have to relieve 
the symptoms lest the patient be forced to use stimu- 
lation at each menstrual period, such as whiskey, 
gin, ginger, and other aromatics, which will develop 
the drug habit. Again, on account of the relief af- 
iorded by the coal tar preparations and the narcot- 
ics such as codein, opium, etc., and the large num- 
ber of remedies recommended by the druggists we 
lave the patient depreciated to such an extent that 
nothing except operative interference will prevent 
a life of invalidism, or else a continuance of drug 
intoxication at each period. 

To develop the uterus which is small and con- 
tracted we have dilatation of the cervical canal pre- 
ceding the menstrual flow by at least two weeks, and 
slight curetting of the uterus to remove adenoid or 
fibroid growths, with washing out of the débris, 
and disinfection of the canal. And in order that the 
uterine muscles be stimulated, the introduction of 


gauze packing for a few days to drain the uterus; 
and to excite the contraction of the muscular walls; 
occasionally, under very great precaution the use of 
the stem pessary and the drainage pessary of Dr. 
Wylie. The stem pessary and the drainage pessary 
require careful attention because the movements 
of the patient cause the pessary to be displaced, also 
it excites the mucous membrane to secretion ; again, 
its keepitig the cervical walls patulous renders the 
uterus liable to infection by pathogenic germs; and 
occasionally salpingitis or oophoritis results and the 
patient is made worse instead of better. Curetting 
should not be done with a sharp instrument as there 
is no retained product there to be scraped and the 
plain blunt copper curette is quite sufficient. 

The application of iodin or nitrate of silver or 
strong antiseptics is detrimental in that they change 
the tissue into scar tissue and so harden the mucous 
membrane as to make it more difficult for the capil- 
laries to rupture and we then have a worse form of 
endometritis and a dysmenorrhea more painful, al- 
though for a month or two after operation it may 
have been temporarily relieved. It is important, in 
curetting the uterus, that the tissue at the internal 
os, where the uterus is most sensitive, should be 
thoroughly freed from any granular growth of the 
mucous membrane, and especially that care be taken 
not to leave fissures or erosions at that point. This 
may and should be treated by antiseptics, as at that 
point is the most painful sensation, and in passing 
the sound we always determine very great tender- 
ness. This operative interference may have to be 
repeated if the patient is not kept in good condition, 
but I have found that the use of the galvanic cur- 
rent with the intra-uterine stem will keep the uterus 
dilated and stimulate its growth so that I have had 
very infrequently, to repeat the dilatation and curet- 
tage. Dilatation is usually better accomplished with 
the patient under an anesthetic. Dilate widely with 
the Goodell, Wylie or some dilator which will not 
slip and tear the surface. Absolute asepsis is as es- 
sential here as in an abdominal operation. 

In the acquired dysmenorrhea the patient may or 
may not have been pregnant, although it is a fre- 
quent result a short time after marriage and before 
pregnancy has occurred. These cases come to the 
physician complaining not only of painful menstrua- 
tion but also of sterility. The cause of the sterility 
is frequently the cause of the painful menstruation. 
Very often the purulent discharge being examined 
will be found to contain gonococci due to infection 
by the husband from an old latent gonorrhea in the 
deep urethra, which, not having caused symptoms 
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for years, has been supposed to be cured, but under 
the stimulation of frequent coition the germs have 
increased in number and being thrown into the uter- 
us have caused an endometritis. Oftentimes, before 
the patient has consulted a physician, the infection 
has extended from the uterine endometrium to the 
tubes and ovaries causing pyosalpingitis and 
ovarian abscess. These cases demand very 
careful examination, and the exercise *of great 
discretion in telling the patient no more than 
she ‘should know about the cause which she 
may innocently have had to suffer from. Here 
we find on examination the uterus tender, fixed in 
its position, the cervix instead of being very con- 
tracted, is somewhat patulous, and oozing from it a 
purulent mucoid discharge. The tubes and ovaries 
are fixed on either side of the uterus, painful and 
tender on pressure, and the patient complains of 
heaviness and weight in the pelvis, indisposition, 
pain on exercise, particularly if of constipated dis- 
position. 

The treatment in this case is obvious—the treat- 
ment of gonorrhea in the female. Hot douches to 
allay sensation and to stimulate secretion with anti- 
septics to destroy the gonococcus, the use of the 
curette, washing out of the uterus, the application 
of antiseptics such as tincture of iodin, carbolized 
icdin and bichlorid of mercury, with packing of the 
vagina with iodoform and salt of silver tampons and 
absolute rest will bring relief to the patient. It is, 
however, very apt to be reawakened at the recur- 
rence of the menstrual function because the germs 
are again injected into the uterus from the septic 
tubes and not until the pus becomes absolutely ster- 
ile is the patient free from danger of reinfection. 

It would be idle to treat the woman alone in this 
case. A proper examination should be made of the 
deep urethra and of the discharge in the male so as 
to prevent reinfection. This examination should be 
made even though the patient denies having had 
discharge for a very prolonged period. 

Another form of acquired dysmenorrhea is that 
in which the uterus is displaced either by exudates 
due to septic infection at childbirth or miscarriage, 
or lateral displacement or weight of tumors press- 
ing on the fundus of the uterus backward and caus- 
ing interference with the circulation. Lacerations of 
the cervix should be looked for in these cases. 
Infection from the lymphatics going .to the 
cervix will also cause exudates in the lower 
part of the hroad ligament. in the cellular 
tissue which causes a great deal of pain when the 
uterus is made heavy at the time of menstruation. 


Mention of these cases suggests the treatment. 
The uterus should be put in proper position. Lac- 
erations of the cervix and perineum should be re- 
paired. The uterus should be curetted to remove 
the infected mucous membrane. The parts should 
be disinfected and kept thoroughly clean by the 
intra-uterine catheter with the antiseptics ‘before 
mentioned. I rarely use the bichlorid of mercury 
in the uterus for fear of absorption and secondary 
poisonous effects. The normal salt solution with 
iodin is frequently all that is necessary. If there be . 
exudates in the pelvis involving the tubes and ovar- 
ies they should be dealt with according to the ordi- 
nary surgical process. Tampons of boroglycerid 
and ichthyol are of great use in these cases. 
There is a third form of dysmenorrhea, the neu- 
rotic, which occurs in women who from the time of 
their earliest childhood have suffered pain in the 
discharge of any of their ordinary functions of life. 
They are subjects of neuralgia, suffer from fatigue, 
from exercise, from excitement. Indeed, what ordi- 
narily would not have been called excessive is suffi- 
cient in neurotic individuals to start up pain. It is 
no wonder then that the menstrual function also 
gives evidence of pain. Here we have a large num- 
ber of cases complaining of neuralgia, pain over the 
ovaries, depression as menstruation approaches. 
Pain is relieved when the flow comes on but the 
pain may precede or it may continue during the en- 
tire flow. With these patients there is frequently 
a history of anemia, or the parents may have been 
tuberculous ; and it is frequent to find a tuberculous 
ovary when these cases come to operation; or there 
may have been overstudy or overwork when very 
young, tending to produce pain at this period. The 
pathological condition is hard to explain in these 
cases. When invalidism results operations have 
been done with the idea of relieving the ovarian 
neuralgia and depression, but except for the rest 
and the moral effect at the time of the operation, 
the result is unsatisfactory and the patient goes on 
to develop a condition of melancholia. Frequently 
on careful examination and history we find a rheu- 
matic or gouty condition which, on being taken care 
of, 1esults in very great improvement to the dys- 
menorrhea. It is also extremely necessary in get- 
ting the history of these cases to find out when the 
pain first commenced, whether there had been any 
direct trauma, shock or over excitement preceding. 
Again, the family history as regards tuberculosis, 
cancer, gout, lead poisoning, etc., is important. 
Now, in the general treatment of these cases we 
must first see to the excretory condition of the skin 
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and to the efficient action of the emunctories, kid- 
neys, bowels, proper food and regular habits. Sleep 
should be regular and should be taken at its proper 
time. Exercise in the open air should be both pro- 
longed and not excessively fatiguing. It is singu- 
lar how many of these patients, when on a vacation, 
treed from study and work, will menstruate without 
miuch pain, when if at their ordinary occupations 
they are so severely affected as to almost preclude 
their doing anything for a livelihood. For the re- 
lief of pain it is important, especially in the neurotic 
class of cases, not to use opiates or drugs which are 
apt to lead to drug habits. Opium and alcohol have 
both killed many patients and caused lives of 
wretchedness and invalidism where a proper exam- 
ination of the cause would have resulted in health 
and freedom from pain. The coal tar products, 
with the knowledge that the laity have of their ef- 
fect in relieving neuralgia, headache, etc., are now 
so very frequently used and in such doses that they 
are productive of very great injury. The use of 
phenacetin with bicarbonate of soda is sometimes 
absolutely necessary to relieve the sharp pains and 
especially is it efficient in rheumatic conditions. The 
use of aconite in small doses and pulsatilla is very 
efficient in reducing the congestion of the uterus and 
causing the flow to appear. Where the uterus is 
large and heavy the use of the Buttle spear to relieve 
congestion of the cervix is sometimes exceedingly 
effective in bringing on the flow and relieving the 
pain. Particularly is this the case in the dysmenor- 
rhea which is first evidenced toward the menopause. 

As most of the cases of primitive dysmenorrhea 
are liable to accidents in childbirth and to suffer 
more acutely from difficult pregnancy, great care 
should be taken to develop the uterus and to restore 
the normal function of the reproductive organs, or 
the woman’s life is not made better by marriage and 
pregnancy, but on the contrary an acquired dys- 
menorrhea is added to the primitive one. 


In a recent case where dysmenorrhea was com- 
plained of in a multipara aged 23 years, together 
with obstinate constipation, an examination made by 
the rectum determined a tumor pressing on the 
rectum and on the uterus anteriorly. Further ex- 
amination determined a cyst of the left ovary. This 
was as large as an orange and by pressure mechan- 
ically caused dysmenorrhea. An operation with ex- 
tirpation of the tumor resulted in relief to the dys- 
menorrhea and to the obstinate constipation. 
Therefore, I would advise always in these cases 
that the examination be made by the rectum first and 
carefully, to determine that no displacement nor tu- 


mor is the cause of the trouble, and also to deter- 
mine the size, position and movability of the uterus. 
In this way we may avoid prescribing drugs for 
symptoms which can be relieved only by operation. 

In dysmenorrhea with the extrusion of a mem- 
brane, so-called membranous dysmenorrhea, accom- 
panied by great pain, there seems to be a condition 
of endometritis with a neurosis. It is frequently 
cbserved in several members of the family, often 
hereditary, and like asthma, which occurs in similar 
neurotic conditions, may be relieved by treatment, 
as detailed before, but is very difficult to cure. Dila- 
tation, with light blunt curetting, the application of 
alteratives to the endometrium and sanitary regula- 
tion of life. Arsenic, strychnia, salicylates, potassium 
iodid, hypophosphites, cod liver oil and other tonics 
in short courses, frequently are of great benefit. 


ACUTE PERFORATING GASTRIC AND 
DUODENAL ULCER.* 
EttswortH Etior, Jr., M.D., 
Surgeon to the Presbyterian and Gouverneur Hospitals, 
NEW YORK CITY. 


(Continued from the October Number.) 

(1.) Heussler (verhandlung der deutscher gesell- 
chaft fiir chirurgie, 1895, S. 39) reports a case of 
fatal hemorrhage three days after the closure of a 
perforation from a second ulcer. 

The writer has been unable to find any further 
mention of instances of secondary hemorrhage. 

That this complication can also occur after clos- 
ure of the perforation with a gastro-enterostomy is 
shown by a case* in Brunner’s statistics, in which 
twenty-three days after closure of a perforation a 
secondary gastro-enterostomy was done on account 
of pyloric stenosis. On the following day a fatal 
hemorrhage occurred from a coexisting ulcer. 

Although no instances of secondary perforation 
after the closure of a gastric or duodenal perfora- 
tion by suture with gastro-enterostomy can be found 
in the literature, yet, that gastro-enterostomy as a 
means of treatment of simple ulcer of the stomach 
without perforation is not adequate to prevent that 
accident, is shown by the following cases: 


A; cases in which perforation took place shortly 
after a gastro-enterostomy ; Case 1 Krogius reports 
an instance of gastro-enterostomy in a man of fifty- 
seven for simple ulcer of the stomach where per- 
foration took place ten days after the operation ; the 
same surgeon reports a case of gastro-enterostomy 
for an ulcer near the lesser curvature in which per- 


_* Read by invitation before the New Jersey State Medical Asso- 
ciation, Cape May, June 19th, 1908. 
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foration took place five days later. He refers in- 


general to seven such cases in which three recov- 
ered and four died; Ziegler (Muenchner Medizin- 
ische Wochenschrift, 1899, p. 554), refers to a case 
ir. which two days after a gastro-enterostomy for 
ulcer, perforation took place. 
B; perforation occurring months or years after 


gastro-enterostomy for ulcer or benign stenosis ;. 


(1), those occurring in a part of the stomach not 
connected with the anastomosis; Haim reports a 
case of perforation of the stomach six months after 
a gastro-enterostomy for pyloric stenosis (Arch- 
ives, Vol. 75); Kérte® reports a case of posterior 
gastro-enterostomy for pyloric stenosis with the 
Murphy button; five years afterward, there having 
been symptoms in the interval, an acute perforation 
developed near an ulcer in the pyloric region ; K6rte 
reports a case of acute perforation nine months 
after an anterior gastro-enterostomy by suture for 
benign stenosis, no symptoms having occurred in the 
interval. Cuff'* reports the following very inter- 
esting case. Male 27; acute perforation in the first 
portion of the duodenum which was closed by su- 
ture. The operation revealed a condition of pyloric 
obstruction with considerable dilatation of the stom- 
ach and gastroptosis for which six weeks later, an 
anterior gastro-enterostomy was done. This was 
followed by a complete cure for seven months, after 
which the symptoms recurred in intermittent attacks 
of variable severity. Four and one-third years after 
the first operation (closure of pyloric perforation), 
symptoms of acute perforation again developed and 
immediate operation revealed a perforation near the 
cardiac end of the stomach. The anastomosis was 
still patent but possibly constricted by adhesions; 
VanEiselsberg® reports a case of pylorectomy ac- 
cording to the method of Billroth ii for chronic 
stenosis of the pylorus, followed immediately by an 
anterior gastro-enterostomy with Murphy’s button. 
This operation was done by another surgeon whose 
name is not given. One year later VanEiselsberg 
operated on this patient for acute perforation, the 
size of a ten-cent piece directly over the gastro- 
enterostomy opening. 

(2) Those directly associated with the anastomo- 
sis: Brentano" reports the following case: Fe- 
male, 26, Antecolic gastro-enterostomy with Braun’s 
anastomosis for pyloric stenosis. Some months 
later an acute perforation developed which on oper- 
ation proved to be the result of the separation of 
one-third of the jejunal loop from its attachment 
to the stomach which was thickened and callused. 
A posterior gastro-enterostomy with the proximal 
loop of the original anastomosis was done with an 
excellent result; Korte mentions an instance in 
which three years after an anterior gastro-enteros- 
tomy by suture for benign pyloric stenosis, acute 
perforation of a peptic jejunal ulcer developed at 
the junction of the stomach and small intestine; 
K6rte reports a second case in which a posterior 
gastro-enterostomy plus entero-anastomosis was 
done with a Murphy’s button. Three and two- 
thirds’ years afterward, the orifice contracted and 
an anterior gastro-enterostomy was done for per- 


sistent vomiting. Nine months after this operation 
acute perforation occurred at the junction of the 
small intestine and stomach. 


The subject of gastro-enterostomy in connection 
with perforation would be incomplete without rei- 
erence to the possibility of the formation, with or 
without subsequent perforation, of a peptic ulcer in 
the adjacent jejunum. In 1903 Brodnitz (Central- 
blatt fiir Chirurgie, 1903, p. 83), reports such a case 
resulting in the formation of a gastro-colic and 
jejunal colic fistula and refers to fourteen others 
collected from the literature, in none of which, how- 
ever, had the gastro-enterostomy been done in con- 
nection with acute perforation. 

Although the writer has found but one instance 
of a remote perforation (recurrent) occurring after 
the closure of the perforation with gastro-enter- 
ostomy (case reported by Cuff'*), the following 
four instances of that accident occurring in cases 
where the perforation was closed without gastro- 
enterostomy may be mentioned. 


Paterson®* mentions a fatal termination following 
a second perforation twenty-one months after the 
closure of the original perforation; Caird?* refers 
to the closure of a perforation on the anterior wall 
of the stomach near the lesser curvature five inches 
from the pylorus, in which a second perforation 
occurred in the same place thirteen and one-half 
months later; Brewer (Annals of Surgery, 1908), 
reports a case of a perforation in a young man 
treated by closure only, in which nine months after, 
a second perforation occurred at practically the 
same point. This was again sutured and a gastro- 
enterostomy added, the patient making an excellent 
recovery; Willis (British Medical Journal, 1907, 1. 
page 926), reports a case of perforation in a male 
of thirty-three, at the cardiac end of the stomach 
near the greater curvature of eighteen hours’ stand- 
ing, which was closed by suture. Nine months 
later, there having been no intervening symptoms, 
another perforation of eight hours’ standing, this 
time in the pyloric zone, was closed by suture. A 
careful inspection of the site of the previous ulcer 
revealed no trace of it, not even an adhesion. ‘The 
patient’s health, two months after this operation, was 
excellent and the suggestion of a posterior gastro- 
enterostomy was declined. 


A brief abstract of the thirty-four cases already 
referred to, in which the closure of a gastri¢ or duo- 
denal perforation was supplemented by a gastro- 
enterostomy, follows: 

Case 1.—Braun (Zentral fiir Chirurgie, p. 739. 
1897). Owing to the friability of the adjacent 
stomach wall, the closure of the perforation could 
be effected only by the superposition of an omental 
flap. Anterior gastro-enterostomy. The patient 
was in good health three and one-half years after- 
ward. 
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Cases 2 and 3.—Paterson, (Jbid.)°*. In both 
gastro-enterostomy was done at time of original 


operation, the patients being well two years and 


fifteen months, respectively, afterwards. 


Case 4.— B. G. A. Moynihan, (Lancet, 1905, p.. 


326). Perforation of stomach closed by suture with 
gastro-enterostomy ; recovery. 


Case 5.—Male, 53; closure of a gastric perfora- 
tion with posterior gastro-enterostomy; recovery. 

Case 6.—Brentano; female, 26; anterior gastro- 
enterostomy with Braun’s anastomosis for pyloric 
stenosis. Some months later a sudden acute perfor- 
ation at the jejunal attachment of the stomach 
treated by closure with a posterior gastro-enteros- 
tomy ; recovery. 


Case 7.—Musser and Keen; operation for gastric 
perforation by closure with gastro-enterostomy with 
Murphy’s button in 1903. At the time of the re- 
port, the button was still im situ and the cause of 
pain. 

Case 8.—Caird (Transactions Med. Surg. Soc., 
Edinb., 1906, n. s. 25 274-325). Female, 37; large 
perforation of seventeen hours’ standing on anterior 
surface of pylorus; closure; posterior gastro-enter- 
ostomy on account of the resulting constriction of 
the pylorus. Death twelve hours later. 

Case 9.—Caird, ibid ; female, 22; a recurrent per- 
foration thirteen months after the closure of the 
primary perforation near the old site. Marked hour 
glass contraction with numerous adhesions. Opera- 
tion nineteen hours after perforation. Closure with 
posterior gastro-enterostomy ; recovery. The patient 
had been entirely well in the interval between the 
attacks. 

Case 10.—Caird, ibid; female, 31; closure of py- 
loric perforation of ten hours’ standing; posterior 
gastro-enterostomy on account of constriction of 
pylorus. Death ten days afterward from broncho- 
pneumonia and chronic nephritis, there being no 
peritonitis. 

Case 11.—Caird, ibid; male, 35 ; closure of a long 
pyloric perforation with posterior gastro-enteros- 
tomy ; recovery. 

Casz 12.—Miles (Translations Med. Surg. Soc., 
Edinb., n. s. 25. 287-325); male, 49; closure of a 
perforation in a very thickened pyloric ulcer with 
gastro-enterostomy. Death nine hours later. 

Case 13.—Miles, ibid; closure of a duodenal ul- 
cer, with a posterior gastro-enterostomy on account 
cf the resulting constriction; death. 

Case 14.—Howitt (Med. Record, 1900, II., p. 
551); excision and suture with anterior gastro-en- 
terostomy with Murphy button for perforating py- 
lorie ulcer ; recovery. 

CasE 15.—Moynihan (Lancet, 1901, II, p. 1656; 
closure and gastro-enterostomy with Murphy button 
on account of resulting constriction of a perfora- 
tion on the anterior wall of the duodenum; death 
occurred on the first day after operation. 

CasE 16.—NGetzel**; male, 31; excision, suture, 
superposition of an omental flap for a pyloric per- 
foration of nine hours’ standing. Gastro-enter- 


ostomy after Van Hacker. Two and one-half years 
later patient’s health was excellent. 


Case 17.—Ibid; male, 23; a similar operation as 
in the preceding case was done for a pyloric per- 
foration near the lesser curvature of three days 
standing; death three days later. Examination 
showed the line of suture continent. 


Case 18.—Ibid; male, 33; a similar operation as 
in the preceding cases was done for a pyloric per- 
feration the size of a pea of forty hours’ standing; 
recovery. 

CasE 19.—Ibid; male, 65; excision, suture with 
superposition of omental flap for a pyloric perfora- 
tion of three hours’ standing, the size of a pea. Pos- 
terior gastro-enterostomy with Murphy button; 
death ten hours later. 


Case 20.—Ibid; male, 25; excision, suture, tam- 
pon between the liver and gall-bladder with pos- 
terior gastro-enterostomy after Van Hacker for 
perforation the size of a pea, on the anterior wal! 
of the pylorus. Notwithstanding a general peri- 
tonitis at the time of operation including the pelvis 
and the fact that the operation lasted one and one- 
quarter hours, the patient recovered. 


CasE 21.—Haim*!; female, 70; closure and pos- 
terior gastro-enterostomy with Murphy button on 
account of the resulting constriction of a pyloric 
perforation of five and one-half hours’ standing ; re- 
covery. 

CASES 22, 23, 24, 25, 26, 27, 28, 29, 30.—KoOrte : 
seven recoveries and two deaths, the latter in cases 
of perforation of twenty-fours hours’ standing. In 
three of these cases a posterior gastro-enterostomy 
was done on account of dilatation of the stomach, 
a tumor-like thickening of the pylorus and on ac- 
count of the callus edges of the perforating ulcer. 
respectively. In the remainder the gastro-enteros- 
tomy was added on account of the constriction of 
the pylorus which resulted from the suture of the 
perforation. 

Cases 31, 32.and 33.—Caird; one recovery and 
two deaths. In each case the gastro-enterostomy 
was added on account of the undue constriction of 
the pylorus through the suture of the perforation. 


Case 34.—Hartwell (Annals of Surgery, 1908) : 
partial closure with omental flap of a saddle-shaped 
ulcer on the lesser curvature near the pylorus. Pos- 
terior gastro-enterostomy with Murphy button on 
account of evident stricture of the pylorus; re- 
covery. 

CasE 35.—Brewer (Annals of Surgery, 1908) ; 
case previously quoted of recurrence of perforation 
on the anterior wall of the stomach after closure of 
the original perforation by suture only. After clos- 
ure of the recurrent perforation a posterior gastro- 
enterostomy was added to prevent further trouble; 
recovery. 


That an added gastro-enterostomy, by prolonging 
the operation for perforated gastric or duodenal ul- 
cer may jeopardize the patient’s chances of recovery, 
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has already been mentioned. For this reason a gas- 
tro-enterostomy may be done subsequent to the 
original operation and is always indicated in case 
of persistence or recurrence of gastric symptoms. 
That, on the other hand, in the absence of gastric 
symptoms a gastro-enterostomy is indicated as a 
routine measure with the intention of forestalling 
possible recurrence is probably not quite justified by 
the end results of those cases in which closure only 
has been practised. Two cases, however, in which 
a posterior gastro-enterostomy was added, after an 
interval of months, since the closure of the original 
perforation, are published by Scudder.** 


Case 1.—Male, 34; posterior gastro-enterostomy 
four months after the closure of an acute perfora- 
tion of the pylorus, there having been no symptoms 
in the interval. Six months after the second opera- 

ion the patient still complained of burning sensa- 
tions in the epigastrium. 

Case 2.—Male, 24; five weeks after the closure 
of an acute duodenal perforation a posterior gas- 
tro-enterostomy was added, simply to give coexist- 
ing ulcers in the duodenum or stomach, if present, 
a chance to heal; ten months later the patient was 
in good health. 


Those cases of perforation treated by closure 
only, in which a recurrence of the perforation has 
taken place have already been mentioned. It is 
equally important in order to reach a satisfactory 
conclusion as to the comparative value of the two 
methods of treatment, to call attention to all those 
cases in which the persistence or recurrence of 
symptoms, while not leading to perforation, have 
nevertheless required a gastro-enterostomy. In this 
connection, the following cases have been collected 
by the writer: 


Case 1.—Ackerinan (These de Laussane, 1896) ; 
male, 42; excision with suture of a pyloric perfora- 
tion of twelve hours’ standing; six months later a 
posterior gastro-enterostomy on account of “painful 
crises” ; recovery. 

Case 2.—Wilson, A. C. (Lancet, 1904, I, p. 160). 
Recurrence six months after operation for pyloric 
perforation, marked by severe gastric symptoms and 
emaciation, On operation a large ragged ulcer was 
found near the original site, necessitating pylorec- 
tomy with a posterior gastro-enterostomy ; recovery. 

Case 3.—Haim; four months after the original 
operation a secondary gastro-enterostomy was re- 
quired on account of gastric symptoms. 

Case 4.—BrENTANO; male, 24; four months after 
original operation a posterior gastro-enterostomy 
was required on account of the persistence of stom- 
ach symptoms; recovery. 

Case 5.—Korte; four months after the original 
operation a posterior gastro-enterostomy was re- 
quired relieving the symptoms, which had been per- 
sistent, only in part. 


Case 6.—Ford; male, 23; primary operation for 
acute duodenal perforation one and one-half inches 
from the pylorus of six hours’ standing. Thirty 
days after, a posterior gastro-enterostomy was 
done, the exact indication not being stated. 

Case 7.—Gibbon, in discussion of Musser and 
Martin refers to a case in which eighteen months 
after the closure of a perforation a gastro-enter- 
ostomy was required to relieve persistent gastric 
symptoms, 

Cases 8, 9 and 10.—Personal communication al- 
ready referred to. Of eighty-two cases, treated by 
closure only, three required subsequent gastro-enter- 
ostomy, one of which was due to a recurretce at the 
end of four years after the primary operation. 

The following cases of persistent and recurrent 
symptoms in none of which was gastro-enterostomy 
done, are conveniently grouped under the head of 
recurrences : 

Case 1.—Atherton (Med. Rec., 1901, I, p. 12); 
nile, 62; well for one year after suture of pyloric 
perforation. Recurrence of gastric symptoms then 
took place with pulmonary complications, from 
which the patient died without further operation. 
(This clinical history suggests the possibility of 
gastric cancer.) 

Case 2.—Koerber; a patient operated on four 
years ago for perforation, complains of pain and 
vomiting and has been treated for gastric dilatation 
cue to pyloric stenosis in one of the medical wards. 
The patient refuses a gastro-enterostomy which the 
condition seems to warrant. 

Cases 3 and 4.—Bruce Clark (Brit. Med. Jour., 
II, 1905, p. 777). Clark briefly mentions two re- 
lapses of which one yielded to medical treatment 
while in the other a gastro-enterostomy was recom- 
mended on account of pain after eating. 

Paterson: “Out of thirty-three patients who 
could be traced after operation for gastric or duo- 
denal perforation by closure only, sixteen were 
cured, while of the remainder nine have now definite 
symptoms of gastric ulcer and five have merely the 
symptoms of gastric dyspepsia.” No further detail 
is given. 

The total number of recurrences after simple 
closure of a pyloric or duodenal perforation omit- 
ting those to which Paterson briefly refers (nine in 
number) include therefore four cases of recurrent 
perforation proper, requiring a second laparotomy 
for their closure, nine cases in which recurrence or 
persistence of gastric symptoms required gastro- 
enterostomy, by which all but one were relieved of 
their symptoms, and four cases of persistent or re- 
current symptoms in which no gastro-enterostomy 
was done, a total of seventeen. For the purpose of 
comparison, it is well to add here a brief abstract of 
all those cases collected by the writer from the litera- 
ture and from personal communication in which the 
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operation of closure without gastro-enterostomy 
seemed to give relief from all gastric symptoms. 


Case 1.—Hartman, Terrier and Hartman, refer 
in their work on gastric surgery to one case of 
perforation on the anterior wall of the stomach near 
the cardia, treated by tampon, in which the patient 
was entirely well at the end of four years. 

Case 2.—F. Brunner; girl, 22; eighteen months 
after suture of a perforation, patient was still 
slightly hysterical and was obliged to be careful 
it. eating, but was otherwise completely well. 

Cases 3, 4, 5.—Haim. These patients were com- 
pletely well one, two and three years, respectively, 
after the closure of perforations by suture. 

Cass 6, 7, 8, 9, 10.—KGerber. These patients in 
which the perforation was treated by suture only, 
were completely well six years, three years two 
months, three years one month, one year two 
months, respectively, afterward. 

CaSEs II, 12, 13, 14.—Ké6rte. These patients 
were completely well three years, six years, twelve 
and twenty-four months, respectively, after the clos- 
ure of the perforation. 

Case 15.—Musser. This patient in whom the 
perforation was closed by suture was entirely well 
five years after the operation, — 

Case 16.—Dixon. Ulcer in the anterior wall of 
the stomach treated by excision and suture. The 
patient was entirely well one year after the opera- 
tion. 

CasE 17.—Hessert®®. Female, 19; health excel- 
lent sixteen months after the suture of a perforation 
near the cardia. 

Case 18.—Peters,*4. Male, 36; entirely well one 
year after the closure of a duodenal ulcer one and 
one-half inches from the pylorus. 

Case 19.—VanEiselsberg.°° Female, 22; closure 
of perforation near the lesser curvature by suture. 
Convalescence interrupted by enpyema. Well, three 
and one-half years afterward, 

Case 20.—Ibid; male, 45; closure of perforation 
near the pylorus with jejunostomy. Patient in ex- 
cellent health two and one-half years afterward. 

Case 21.—Ibid; patient entirely well after the 
closure of a perforation at the end of four months. 

22.—NGetzel. Female, 18; small perfora- 
tion on anterior wall. Excision and suture. Patient 
well two years later. 

CasE 23.—Ibid; female, 21; excision and closure 
of ulcer perforation on anterior wall. Patient 
healthy two years afterward. 

Case 24.—Ibid; male, 22; excision and suture of 
small ulcer in anterior wall near lesser curvature; 
well six months later. 

Case 25.—Peck; personal communication. Ulcer 
at pylorus, probably duodenal. Patient well four 
months after operation. Could not be traced fur- 
ther. (1). 

Case 26.—Ibid ; (2) Perforation on anterior wall 
near the pylorus, Perfectly well three years and nine 
months after operation. Not heard from since. 

Case 27.—Ibid; (4) Ulcer on anterior wall py- 


loric half. In good health without stomach symp- 
toms two years and five months after operation. 

Case 28.—Ibid; (5). Ulcer on anterior wall, py- 
loric half. In good health without stomach symp- 
toms two years after the operation. 

Case 29.—Ibid; (7). Ulcer at middle of anterior 
wall. Slow perforation. One year and three 
months after operation still complains of occasional 
indigestion with pain, but is otherwise well and at- 
tends to business regularly. 

Case 30. (8). Duodenal ulcer. In good health 
seven months after operation. (Numbers 1, 2, 4, 5, 
7, 8, refer to the numbers of these cases reported 
originally in the New York Medical Record of 
1907, Vol. 72, p. 930). 

CasE 31.—Gibbon; personal communication. 
Closure of perforation by simple suture. Entirely 
well two and one-half years after operation. 

Case 32.—I bid. Perforation treated by simple su- 
ture, entirely well five and one-half years after oper- 
ation. 

CasE 33.—White™. Author briefly refers to a 
case of perforation treated by simple suture; well 
“months” .after the operation. 

Cases 34, 35, 36, 37, 38. A. Barker (Lancet, 
1899, Vol. II, p. 1668). Author briefly refers to 
five cases, of which four were cured and one, after 
a threatened recurrent perforation, yielding to rest 
and diet, recovered and was well after three years. 

Cases 39-48.—W. Bruce Clark (British Medical 
Journal, 1905, Vol. II, p. 777). Author briefly re- 
fers to nine cures without mention of the length of 
time that elapsed after the operation. 

Cases 49-65.—Paterson. Author has collected 
fifty-four recoveries from different London hos- 
pitals (possibly including some of the cases already 
referred to by reporters in the Lancet and British 
Medical Journal, and therefore not included in the 
summary). Of these thirty-three could be traced 
and of these thirty-three, sixteen were reported 
cured. (No time given.) 

Cases 48-53.—Of the nine cases reported in this 
paper by the writer, eight recovered and of these 
eight cases, Case I was completely free from symp- 
toms four and one-half years after the operation, at 
which time she was lost sight of. Case 2 is prac- 
tically well, save for the fact that slight indigestion 
is apt to follow indiscretion in diet, three and one- 
half years after operation. Case 3 is completely 
well three and one-third years after operation. Case 
4 remained in the best of health for two and one- 
half years. During the past six months he has had 
two attacks of gastric pain of equal severity to that 
which the patient experienced prior to the operation. 
This patient would probably be materially benefited 
by gastro-enterostomy, although, at the present time 
he is free from pain and able to follow his occupa- 
tion which is that of a fireman. Case 5, recently 
lost sight of, was in excellent health two years after 
the operation. 

Cases 6, 7 and 8 are so recent that they are with- 
out value as a criterion for judging the end result. 


(To be continued.) 


AMERICAN 
JOURNAL OF SURGERY. 


346 


EDITORIALS. 


November, . 1908. 


American Journal of Surgery 
PUBLISHED BY THE 
SURGERY PUBLISHING CO. 
_J. MacDONALD, Jr., MLD., President and Treasurer 
92 William Street, N. Y., U. S. A. 
to whom all communications intended for the Editor, original 


articles, s for review, exchanges, business letters 
and subscriptions should be addressed. 


SUBSCRIPTION PRICE, ONE DOLLAR 
FOREIGN, SIX SHILLINGS 
tion ged Articles and Clinical Reports are solicited for publica 


t derstandi: i 
+ elle understanding that they are contributed exclusively for 


Tt is of ad 
errors. 


CHANGE OF ADDRESS. Subscribers changing their addresses 

id wmmediately notify us of their present pe gow FS locations. We 
cannot hold ourselves responsible for non-receipt of the Journal in 
such cases unless we are thus notified. 


ILLUSTRATIONS. Half-tones, line etchings and other illustra- 
tions will be furnished by the publishers when photographs or draw- 
ings are supplied by the author. 


as" SPECIAL NOTICE TO SUBSCRIBERS 
The ‘**American Journal of Surgery ’’ is never sent to 
amy doctor except upon a definite written order. Pres- 
ent and prospective readers please note this. 


WALTER M. BRICKNER, M.D., Editor 


tage to submit typewritten manuscript; it avoids 


New York, NoveMBeER, 1908. 


A NEW METHOD OF LOCAL ANESTHESIA. 

That brilliantly original surgeon, Professor Au- 
gust Bier, has developed in his clinic in Berlin an- 
other notable innovation,—one which, on its face, 
appears less likely to have its value disputed than 
his effort to revolutionize, by stawungs-hyperemie, 
the treatment of inflammation. 

This recent contribution to surgical methods con- 
sists in a new mode of securing local anesthesia, 
adapted to certain operations on the extremities: 
The limb is first elevated and rendered bloodless by 
the application of a constrictor. Tourinquets are 
then tightiy applied above and below the proposed 
field of operation. Under infiltration anesthesia a 
principal vein or one of its tributaries is exposed 
in the distal portion of this field. Through a canula 
secured in a small longitudinal incision in the vein, 
50 to 100 c.c. of a one-half per cent. solution of 
novocaine are introduced. The injection of the 
solution is made under considerable pressure in 
order to distribute it through all the tissues between 
the tourniquets. In from three to five minutes com- 
plete anesthesia is obtained which continues for a 
length of time sufficient to perform any operation. 
At the completion of the operation, and before re- 
moving the tourniquets, the novocaine solution is 
allowed to escape; as an extra precaution the veins 
may be washed out with saline solution. 

The amount of the anesthetic required would 


prove toxic, if allowed to enter the circulation. That 
this does not happen has been demonstrated at Bier’s 
clinic, where the method has. seemed to be free from 
danger. For such operations as it is admissible, it 
therefore seems preferable to spinal anesthesia. 

This mode of local or regional anesthesia is, of 
course, limited to the extremities. For operations 
involving only superficial tissues it is not intended. 
There remains, however, a large number of major 
surgical procedures in which it can be employed, 
e. g., Operations on bone or muscle, amputations 
(except, probably, disarticulation at the hip or 
shoulder), resections. 


THE LADIES’ HOME JOURNAL CAMPAIGN. 
Every practicing surgeon is familiar with the 
ravages all too often suffered by the generative or- 
gans of women as the result of the unsuspected per- 
sistense of gonorrheal infectivity on the part of their 
husbands. It is not necessary to repeat here the 
gruesome statistics of infant blindness, of female 
morbidity and mortality, of unsexing operations and 
sterility piled up among thousands of the innocent. 
Gonorrhea in innocent wives can be made far less 
common an occurrence by impressing upon young 
men that very often they are still a source of infec- 
tion long after a gonorrheal discharge has ceased, 
by educating the public generally to a fair appreciat- 
tion of the nature and prevalence of the disease. 

The Ladies’ Home Journal is conducting such an 
educational campaign now. By articles carefully 
worded to avoid giving offense, it is bringing home 
to the young man, to the parents of young women, 
to the young women themselves, a fair notion of 
the calamity that may attend a marriage to him who 
is not sure that he has been entirely cured of the 
results of “sowing his wild oats.” Every father is 
urged to insist that a suitor for his daughter must 
have a clean bill of health from an experienced 
physician, before he is accepted. Such a demand is 
from every aspect reasonable and proper. When 
decent young men shall generally appreciate the 
persistence of gonorrheal infectivity most of them 
will voluntarily submit to a careful examination, as 
many of them now do. 

Lydston and others have pointed out that occa- 
sionally gonorrhea is conveyed by a man in whom 
careful tests fail to show the persistence of gono- 
cocci and, per contra, the prostatic secretion may 
show the presence of gonococci which, nevertheless, 
never infect the wife. Such instances are, liowever, 
not the rule, and there are usually other data beside 
the findings of the microscope to aid the physician 
in making his decision. 
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The Ladies’ Home Journal is forcing into the 
homes the consideration of a serious subjec:, usually 
prudishly tabooed even from the councils of a young 
woman’s parents. Than this bold campaign no 
greater aid could come to the efforts, thus far 
greatly limited in scope, of the societies organized 
for venereal prophylaxis. It deserves their com- 
mendation and the commendation of the profession 
generally. 


BISMUTH—VASELIN INJECTIONS IN THE 
TREATMENT OF CHRONIC SINUSES. 

Last January Dr. Emil Beck, of Chicago, an- 
nounced that a chronic tuberculous sinus had been 
cured by the injection into it of a bismuth-vaselin 
paste, done simply to obtain a skiagraphic tracing 
of the sinus. This accidental discovery led him to 
try the injection of a sterile mixture of bismuth, 
vaselin, wax and paraffin* as a means of treating 
chronic sinuses. In April, 1908. he reported, in the 
Illinois Medical Journal, fourteen cases, most of 
them tuberculous, in which he had used the injection 
therapeutically, in all of which he had secured 
healing. 

If many surgeons have been stimulated to try 
Beck’s method most of them have thus far withheld 
the results of their observations from publication. 
Such experiences as have been noted, however, indi- 
cate that the enthusiasm with which Beck reported 
his procedure was by no means unwarranted. In 
the American Journal of Orthopedic Surgery, Au- 
gust, 1908, Ridlon and Blanchard. of Chicago, re- 
port twenty-two cases of tuberculous sinuses treated 
by Beck’s method. Of these, nine were cured (in 
from seven days to one and one-half months), seven 
were improved, one was unimproved because of the 
presence of a large sequestrum. The remaining five 
were under.treatment but one week. They also re- 
ported four cases in which they had drained large 
tuberculous abscesses and injected bismuth-vaselin 
into the sac, all four being cured in from eighteen to 
twenty-eight days. The editor has himself secured 
excellent results with this treatment in tuberculous 
and non-tuberculous bone sinuses; and it has 
seemed of value also in sinuses limited to the soft 
parts. 

The method is closely akin to that devised by 
Mosetig-Moerhof for the definitive healing of bone 
cavities, In both, the action of the paste is probably 
largely or entirely mechanical. It will be of interest 
to determine what therapeutic réle, if any, is played 
by the bismuth in Beck’s paste. 


* Formule: im abstract of article in AmeErtcaAn JourNAL oF Sur- 
Gerry, May,’ 1908, page 157. 


Surgical Suggestions 


W. M. B. H. M. H. 


Polypi in the ear (as in the nose) indicate dis- 
eased bone conditions. Removal of the polyp does 
not prevent recurrence; removal of the diseased 
bone does. 


A feeling of discomfort in the mouth while eating 
may be the first signs of a calculus in one of the 
salivary ducts. 


When paraffin is injected subcutaneously allow- 
ance should be made for increase in the size of the 
mass by the growth of connective tissue around it. 


Diverticulum of the bladder, associated with cys- 
titis, may produce symptoms resembling those of 
prostatic hypertrophy. 


A mediastinal tumor may be present for some 
time without other symptoms than cough, expec- 
toration, loss of flesh and slight fever—thus simu- 
lating pulmonary tuberculosis. A skiagraph will 
determine the condition ; laryngoscopy is also help- 
ful for adductor paralysis is frequently an early 


sign. 


Probably the most important step in radical in- 
guinal hernioplasty is the total removal of the sac. 
It should be traced back to the loose peritoneum it- 
self, exposing the deep epigastric vessels, the liga- 
ture or sutures to be applied at that level. To leave 
even a little projecting knuckle of peritoneum in- 
vites recurrence. 


Preauricular pain and tenderness points to an en- 
larged lymphatic gland, a decayed tooth, an affec- 
tion of the parotid or a neuralgia of the fifth nerve; 
auricular tenderness itself indicates some affection 
of the auricle or the external canal; post-auricular 
tenderness may be hysterical or indicate mastoid dis- 
ease. 


In many instances where a patient is supposed 
to have merely a sprain of the ankle, there is some 
fracture around or into the joint. Signs of frac- 
ture should be carefully sought for. Where noth- 
ing can be found around the ankle on examination 
and the patient still continues to complain of pain 
and weakness, a skiagraph may show a transverse 
fracture of the os calcus which is held in place by 
the flexor muscles. 
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Book Reviews. 


Surgery. By Joun ALtLtan Wyertu, M.D., LL.D., Presi- 
dent of the New York Academy of Medicine; Presi- 
dent of the Medical Faculty of, and Surgeon-in-Chief 
to the New York Polyclinic Medical School and Hos- 
pital; ex-President of the American Medical Asso- 
ciation, of the. New York State Medical Association, 
and of the New York Pathological Society; formerly 
Attending Surgeon to Mount Sinai and to St. Eliza- 
beth’s Hospitals, etc. Royal octavo; 816 pages; 864 
illustrations. New York: Marion Sims WyetH & 
Company, 1908. 


The American profession is fairly familiar with Wyeth’s 
Text-Book on Surgery (D. Appleton and Company), 
which passed through three editions between 1887 and 
1900. In the preparation of this new work the author has 
made use of many of the illustrations in his Text-Book 
and as much of its subject matter as is representative of 
the surgical practices of to-day. A comparison of the two 
books will demonstrate how much of the surgery of the 
preceding decade is now obsolete or obsolescent. 

Wyeth’s Surgery bears only a superficial resemblance to 
the usual text-book on surgery. It seems to be arranged 
less for the working needs of the medical student than 
for those of the active practitioner. It is intended, ap- 
parently, to be a practical work and, within the limits of 
practical surgery, to be comprehensive rather than ex- 
haustive. It embraces non-operative and operative dis- 
eases of the eye (including refraction), the ear, the nose 
(incompletely) and the throat, diseases of women (very 
briefly), and venereal diseases. It contains brief sections 
on the urine and the blood and, in the appendix, tables of 
weights and measures. It will thus be seen that the 800 
pages of this work cover, more or less completelv, the en- 
tire range of general and special surgery. Many opera- 
tions very recently introduced (e. g., Moschcowitz’s femo- 
ral herniotomy, Cushing’s subtemporal decompression for 
fracture of the cranial base, etc.) are described, but, even 
of well-established procedures, Wyeth makes no attempt 
to include all. He refers chiefly to those which, presum- 
ably, seem to him best. Nor are his references always to 
original sources. 

It is very difficult, nowadays, with any approach to com- 
pleteness, to present in a single volume the entire subject 
of surgery, “general,” clinical and operative. One or two 
of these branches must be sacrificed to the other. Frankly 
accepting this situation, Wyeth has chosen to make his 
work chiefly clinical, and he has greatly condensed the 
subjects belonging to general surgery and surgical pathol- 
ogy—tumors, general infections, inflammation and repair, 
etc. Even from the clinical side, some of the less common 
affections are not referred to. In short, this is not an 
evenly balanced or complete text- or reference-work. Prob- 
ably it is not intended to be. Rather it is a practical guide 
to the recognition and treatment of the most common and 
most important major and minor surgical affections, gen- 
eral and special. Including, as it does, so much of the 
author’s personal experience and practices, it will no doubt 
be warmly welcomed by the many who have been his stu- 
dents in the New York Polyclinic. 

The general make-up of the book is not as attractive as 
it should be. The imprint is clean and there is ample evi- 
dence of careful proof-reading; but the narrow margins, 
and the somewhat too small font, and the lack of con- 
spicuous titles and of typographic distinction between 
headings and subheadings give the pages an uninviting 
and, but for the profusion of illustrations, monotonous ap- 
pearance. This would quite preclude quick reference, espe- 
cially since there is no table of contents, were it nat that 
there is a most excellent index. 


Chirurgie fur Zahnarzte. Pror. Lupwic Branor, Berlin. 
Octavo; 458 pages; illustrated. Berlin: Avucust 
HirscHWALD, 1908. 


The author, who is evidently a “surgeon-dentist” in the 


true sense of the word, inasmuch as he combines the 
knowledge of the physician and surgeon with the practical 
experience of the dentist, has written a book that will ap- 
peal not only to the progressive dentist, but also to those 
surgeons who are especially interested in affections of the 
mouth and jaws. In the author’s opinion, the dentist of to- 
day should be conversant with the more common surgical 
affections of the oral cavity and jaws, and should be able 
to treat them intelligently. He therefore includes in the 
scope of his work all those essentials that underlie a thor- 
ough understanding of the subject. 

The subject matter falls, in a general way, under the fol- 
lowing headings: A consideration of wounds, asepsis and 
antisepsis, anesthesia, infectious processes, plastic methods, 
traumatic conditions of the face, dentition and inflamma- 
tory affections of the teeth, diseases of the jaws, diseases of 
the oral cavity, tumors of the jaws and mouth. 

Throughout the book we note the authoritative tone of 
one who is evidently writing from large experience. Espe- 
cially in the chapters on prosthetic surgery, are we given 
the author’s own methods, with data bearing on his suc- 
cesses and failures. The chapters on inflammatory condi- 
tions of the teeth are exceedingly well written, the exposi- 
tion of parulis, periodontitis, and angina dentaria being most 
excellent for both the surgeon and dentist. Certain other 
chapters, such as “The relation of diseases of the teeth 
with affections of the eyes and ears,” “Epilepsy, hysteria, 
neurasthenia and mental diseases and their relation to the 
teeth,” “Trigeminal neuralgia,’ add greatly to the value 
of the book. 

We can heartily recommend this work to all dentists 
who desire a little more than a pure technical knowledge, 
and also to those surgeons who wish to be better informed 
in oral and dental surgery. 


The Campaign Against Tuberculosis in the United 
States; Including a Directory of Institutions Dealing 
with Tuberculosis in the United States and Canada. 
Compiled Under the Direction of the National Asso- 
ciation for the Study and Prevention of Tuberculosis, 
by Puiturr P. Jacoss. Octavo; 467 pages. Russell 
Sage Foundation. New York: CHarities Pupiication 
Committee. Price, $1.00, postpaid. 


This compilation is a directory of first, all the sanataria, 
hospitals and day camps in the United States and Canada; 
second, of the dispensaries and clinics; third, of tuber- 
culosis classes, and fourth, of the associations and commit- 
tees for the study and prevention of this disease. A fifth 
division of the book contains a summary of the legislation, 
State and municipal, for the control of tuberculosis in all 
the States of the Union. 

This volume affords a fair idea of the immense progress 
that has been made in the fight against tuberculosis in this 
country. 

A wise expenditure of money from the Russell Sage 
Foundation has been made in the compilation of this di- 
rectory, which will be indispensable; and the entire com- 
munity is indebted to the Foundation and the Charities 
Publication Committee for their assumption of the labor 
one the literature of the campaign against tuber- 
culosis. 


Hay-Fever, Hay-Asthma: Its Causes, Diagnosis, and 
Treatment. By Liovyp, F.R.C.S., Surgeon-in- 
Charge of the Nose, Ear and Throat Department, Ken- 
sington General Hospital, etc. Second Edition, Lon- 
don: Henry J. GratsHer. Chicago: W. T. Keener 
AND CoMPANY. 1908. 


The second edition of this monograph differs little from 
its predecessor. Some new facts in regard to the admin- 
istration of alcohol and coffee have been added. 

The book covers the subject exceedingly well. The most 
important part is that on the treatment of hay-fever. The 
directions are simple and treatment founded along these 
lines should meet with success in 90 per cent. of the cases. 
We are glad to see that the author mentions “pollantin 
merely to condemn it. The value of the administration of 
strong coffee is not to be overlooked in the treatment. 
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Progress in Surgery. 


A Résumé of Recent Literature. 


The Defense of the Stomach Against Self Digestion, 
With a Recommendation for the Treatment of 
Ulcer of the Stomach (Der Schutz des Magens 
gegen die Selbstverdauung nebst einem Vorschlag zur 
Behandlung des Ulcus ventriculis). M. KatzENSTEIN, 
Berlin. Berliner Klinische Wochenschrift, September 
28, 1908. 

In this very interesting experimental study, Katzenstein 
proved that the stomach was able to digest parts or the 
whole of the small intestine implanted within the stomach, 
even if the mesenteries were left attached. On the other 
hand, portions of the duodenum and of the stomach wall 
upon implantation were found entirely intact after the ani- 
mals were killed. The author also found that if a sliver 
of stomach mucosa is added to a test tube containing a 
small piece of albumen and normal gastric juice, the action 
of the gastric juice upon the albumen is completely abol- 
ished. 

From these experiments the author derived the conclu- 
sion that the gastric mucosa contains a substance which 
prevents its own digestion both in the living and its dead 
state. This substance, according to the author, is an anti- 
pepsin. He attributes the causation of gastric ulcer to the 
absence or diminution of the normal amount of antipepsin 
to patients affected with this disease. His results have 
been highly successful, but the further report is reserved 
by the author for a subsequent communication. 


The Medical Aspect of Gastroenterostomy, Based on 
128 Operations at the Manchester Royal Infirmary. 
E. B. Leecu, Manchester. Lancet, September 19, 1908. 


In tracing the subsequent histories of these patients, 
Leech found that of the 79 patients in whom the operation 
was done for non-malignant disease, 47% were perma- 
nently relieved of all symptoms; in 10% the relief was 
nearly complete, 11% showed limited improvement, 9% 
were not improved at all, while 23% died within two months 
after the operation. The list of the diseases for which 
the operation was done included pyloric ulcer causing ob- 
struction, duodenal ulcer, adhesions, ulcers of the lesser 
curvature and cardiac end, hourglass stomach, and dilata- 
tions (paralytic ?). 

The proportions of benefit in the various grcups are 
about the same, except that the best results were obtained 
in duodenal ulcer and the worst in the dilatations of pre- 
sumably paralytic origin. Of the sixteen cases in which 
little or no improvement resulted, the reason for the failure 
of the operation was found in the persistence of pain in Io 
cases and of vomiting in 8. In two, symptoms of loco- 
motor ataxia developed; in one, merycism, and in one 
esophageal obstruction. The comparatively large percent- 
age of deaths is ascribed by the author to two causes: 
1. Unsuitable cases. 2. Errors in operation. 

Of 46 cases in which gastroenterostomy was performed 
ior malignant disease, in only 32% was there any relief ob- 
tained in patients living over two months after operation, 
while 46% died within this period. 


Acute and Chronic Gastromesenteric Ileus, With Cure 
in a Chronic Case by Duodeno-jejunostomy. A. L. 
Stavety, Washington. Johns Hopkins Hospital Bulle- 
tin, September, 1908. 

The part of most interest in this paper is the report of 
the case of chronic gastromesenteric ileus. In the author’s 
knowledge, the only other case reported is that of Blood- 
good. The author’s patient was a woman, 36 years of age, 
who seven years before had undergone the operation of 
puncture for pelvic abscess. For five days following this 
operation the patient vomited large quantities of greenish 
fluid; this suddenly ceased from some cause not noted. 
Ever since this attack the patient had been subject to at- 
tacks consisting of pain in the stomach, and nausea and 
vomiting and distension after the ingestion of food, and 
constipation. The attack was relieved by vomiting. At op- 


eration the stomach was found distended with gas, and the 
duodenum, about three inches in diameter throughout its 
entire length, extended well up under the liver and de- 
scribed a large U-shaped curve. The distension extended 
to the mesenteric ligament, while beyond this the small in- 
testine was entirely normal. The author performed an 
anastomosis between the dilated duodenum and the jeju- 
num. There was considerable vomiting for the first day 
following the operation; after that all symptoms of irrita- 
tion ceased. Six months later the patient was entirely free 
from symptoms. 


Surgical Treatment of Tuberculous Glands in the Mes< 
entery. E. M. Carner, London. British Medical 
Journal, September 26, 1908. 

Carner reports two cases of localized abdominal tumor 
which, upon operation, proved to be tuberculous glands. 
The glands were removed and the patients made vnevent- 
ful recoveries and one year later remain well. In one case 
a complicating appendicitis was present. 


New Bloodless Method of Amputating the Anus and 
Rectum. F. W. Duptey, Manila, P. I. Journal of the 
American Medical Association, September 19, 1908. 


Dudley recommends an operation for rectal prolapse con- 
sisting essentially in first packing the rectum with gauze 
and cutting both cylinders of the protruded bowel from 
the fold to an eighth of an inch of the skin margin between 
two long Kocher or Ochsner mouse-toothed forceps, then, 
after placing a suture beyond the toe of the right forceps, 
severing both folds below a hemorrhoidal clamp applied 
above the left forceps, cauterizing and suturing with a lock 
stitch, using No. 2 chromic catgut. The clamp 1s applied 
successively until the whole circumference of the gut has 
been sutured. Care is taken to secure perfect cleanliness 
and to see that none of the small intestine is in the fold. 
No particular attention is given to the vessels of the 
mesentery. After the operation the gauze is removed from 
the rectum and the dressing consists of sterilized vaselin 
and a few squares of gauze held in place by a T-bandage. 
As a rule there is no pain, and if any is felt one hypo- 
dermatic injection of morphin (1-5 grain) will suffice to 
relieve it. The after-treatment consists in a limited quan- 
tity of liquid or light diet for seven days; the bowels are 
moved on the third day, two ounces of castor oi! being 
given. It is impossible, Dudley claims, to infect the peri- 
toneal cavity by this method, there is no narrowing of the 
anal orifice, but this can be secured, if desirable, by three 
or four longitudinal scars, 4% inch wide, of the mucous 
membrane of the gut. Dudley has operated in this way in 
many cases with excellent results. 


An Analysis of the Symptoms in Forty Cases of Sup- 
puration ‘of the Kidney or Kidney Pelvis. ArtHur 
L. Cuute, Boston. Boston Medical and Surgical 
Journal, September 17, 1908. 


The only constant sign noted was turbidity of the urine. 
Less than half (42.5%) gave a history of lumbar pain. In 
only a little more than one-fourth (28.5%') was an en- 
largement of the diseased kidney noted. Tenderness was 
present in 38.5%. Renal casts were present in only 17.5% 
of the cases. In 85% of the cases there was some disturb- 
ance in micturition. The author draws the conclusion 
from these statistics that the cystoscope is of paramount 
importance in the study of renal suppuration. 


The Kidney Points of Pain (Die Nieren Schmerzpunkte). 
O. Mankiewicz, Berlin. Medizinische Klinik, Septem- 

ber 13, 1908 
In the second July number of the Annales des Maladies 
des Organes Génito-Urinaires, O. Pasteau described certain 
points of tenderness, which he considers of diagnostic im- 
portance in kidney affections. The author has found these 
of great value and adds three areas to the six published 
by Pasteau. The points of pain are the following 1. The 
costovertebral point lies in the angle between the last rib 
and the spine; tenderness can be elicited here in almost all 
cases of retention or infection. 2. The costomuscular point 
is situated at the intersection of the outer border of the 
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iliocostal muscle (erector spine) with the last rib. 3. The 
subcostal point is found at the tip of the tenth rib; on the 
right side it corresponds to the situation of the gall-bladder 
and is therefore of very little value. 4. The paraumbilical 
or upper ureter point lies at the intersection of a horizontal 
line through the umbilicus and a vertical line through Mc- 
Burney’s point, that is, about two fingers’ breadth from the 
umbilicus. The so-called pelvo-vesical reflex of Bazy or 
radiation of pain from pelvis to bladder starts from this 
point. 5. The middle ureter point is of importance for 
localizing the side of the lesion. Tenderness can be elicited 
where the ureter crosses the vessels at the brim of the 
pelvis; this site can be marked by the junction of the first 
and second thirds of a line connecting the anterior superior 
spines of the ilium. Pain upon pressure here may outlast 
renal tenderness by a number of days. 
vaginal or vesico-rectal point corresponds to the entrance 
of the ureter in the bladder wall; it is to be sought espe- 
cially in cases of anuria due to obstruction. This sign is 
present in almost all cases of infected dilated kidney. 
7. The supra-intraspinous point lies just within and above 
the anterior superior spine of the ilium. It is one of the 
most constant of all the tender areas in tumefaction of the 
kidney due to retention, or congestion, or in new growths. 
Pressure here meets the external cutaneous nerve as it 
emerges from the pelvis. Both sides should be tested simul- 
taneously. 8. The inguinal point is to be sought at the ex- 
ternal inguinal ring and pain should be elicited by pressing 
against the pubis. 9. The supra-iliac lateral point lies over 
the middle of the crest of the ilium where the perforating 
ramus of the last intercostal nerve penetrates the muscles. 
It is of very little significance. 


On Osseous New Growths at the Elbow Following 
Backward Dislocations of the Radius and Ulna. 
D. M. Greic, Dundee. Edinburgh Medical Journal, Oc- 
tober, 1908. 

Greig has seen three cases in which osseous growths 
springing from the bone and extending into the muscles, 
followed within a short time after a normal convalescence 
from posterior dislocation of both bones of the forearm at 
the elbow. In two of the cases, the radiograph at the time 
of the injury revealed no fracture. In the third case, the 
clinical findings gave no reason whatever to suspect frac- 
ture. Lesions of this nature have been described before, 
sometimes under the name of myositis ossificans, and it 
is well to appreciate its occasional occurrence, particularly 
for medico-legal reasons. In all three cases, disability re- 
sulted, sometimes even to a significant degree. ‘The author 
ascribes the growth to an injury of the periosteum. The 
new formation of bone was removed by the author in one 
case, with excellent functional result. ‘ 


Gonorrheal Exostosis of the Os Calcis; Report of a 
Case Complicated by Metatarsalgia. A. J. Davison, 
Philadelphia. Medical Record, October 3, 1908. 

The patient developed painful heels after a third attack 
of gonorrhea. On examination there was found a local 
point of tenderness over the insertion of the tendo Achilles 
on both sides, also a point of tenderness on the center of 
the plantar surface of the heel. In addition, there was 
metatarsalgia of the fourth phalanx. The radiograph 
showed an exostosis at the tubercle of each os calcis and 
another at the insertion of the tendo Achilles. The ex- 
ostoses were easily removed by operation; for the meta- 
tarsalgia, removal of the head of the metatarsal bone was 
performed, The ultimate functional result was nearly 
perfect. 


A Frequent, Hitherto Undescribed Disease of Certain 
Bones, Occurring in Childhood (Ueber eine hiufige, 
bisher unbekannte Erkrankung einselner_ kindlicher 
Knochen). A. er, Wiesbaden. Muenchener 
Medizinische Wochenschrift, September 15, 1908. 

The three cases reported occurred in boys varying from 

5 to 9 years in age. All three complained of severe pain 

along the mesial side of the dorsum of the foot in the re- 

gion of the scaphoid bone. The pain was complained of 

by day and by night. In one case it was bilateral. As a 


consequence the children limped. The foot in one case ap- 


6. The vesico-’ 


peared slightly flat, in the other the arch was exaggerated. 
The «-ray showed the scaphoid, in all three instances, re- 
duced in size (%4 to % the normal) ; its contour was irreg- 
ular and narrowed; the bone structure obliterated and the 
calcium deposit increased. In one case similar symptoms 
were complained of in one knee, the #-ray showing corre- 
sponding changes. The course was chronic, complete re- 
covery supervening in 2 to 3 years. No symptoms oi 
rachitis, myxedema or Mongolism were found, while tuber- 
culosis or other forms of osteomycli‘is could be positively 
excluded, lues also being very unlikely. Skiagraphs after 
the disappearance of the symptoms showed that the bones 
had resumed their normal structure. 


The Influence of the Suprarenal Glands on the Bony 
Skeleton in Relation to Osteomalacia and Rickets. 
L. M. Bosst, Genoa. British Medical Journal, Septem- 
ber 19, 1908 
Basing his treatment on experimental studies, Bossi ad- 
ministered adrenalin hypodermatically to a patient afflicted 
with osteomalacia due to pregnancy. The subjective symp- 
toms were relieved by the first dose and upon the contin- 
uance of the drug, all symptoms and signs of osteomalacia 
entirely disappeared, so that a Cesarian section, the indica- 
tion for which appeared imminent, became unnecessary, 
and the patient passed through a normal accouchement. 
Nearly two years later, she again became pregnant without 
any symptoms of osteomalacia, and had another sponta- 
neous delivery. Bossi has since then seen other cases of 
osteomalacia gravidarum as happily influenced; he has seen 
some failures, but he wishes to go on record that this 
method of treatment is best fitted for cases of the acute 
classical osteomalacia, or such as have become acute be- 
cause of pregnancy. Bossi advises a dosage of 0.5 c.cm. 
of the Parke, Davis 1-1000 solution of adrenalin twice a 
day. After some days, however, symptoms of intolerance 
appear, but after an intermission of four to five days the 
treatment may be resumed with the same doses. 


Observation of Surgery of the Thyroid Gland with 
Special Reference to the Psychic Factor in Graves’s 
Disease. Grorce W. Crite, Cleveland. Northwest Med- 
icine, September, 1908. 

According to Dr. Marine, the Great Lakes basin and the 
Columbia River Valley form the two greatest goiter dis- 
tricts in the United States. In these sections glandular 
hyperplasia was found in 90% of the one thousand thyroid 
glands examined. 

The special points of operative inportance are: the anes- 
thetic should be administered by a specialist; the anesthetic 
should be preceded by a hypodermatic injection of atropin 
to check the salivary and buccal secretions; ‘ cases of 
compression of the trachea with obstructed respiration 
morphin-cocain anesthesia is the safest; the least scar and 
the best exposure are secured by the low collar incision: 
the divided muscles should be sutured; the gland should 
be handled as little as possible; enucleation should be at- 
tempted rather than excision; the parathyroids should re- 
main; the best aid in the prevention of hemorrhage con- 
sists in placing the patient in the reverse Trendelenburg 
posture. 

The results of observations upon two dogs suffering 
from Graves’s disease form the basis for the hypothesis 
that mental excitation aggravates the disease. The greatest 
power of excitation and, indeed, hyperthyroidism, comes 
through the psychic forces, and that in some way, either 
directly or indirectly, psychic excitation discharges into the 
circulation an excessive amount of thyroid secretion which, 
in itself, is capable of causing death; that the greatest 
factor in the mortality is not the operation, per se, if well 
done, but it is what has occurred before the operation is 
performed. In other words, at the time the surgeon makes 
his first incision the fate of the patient has been sealed. 

The plan that Crile has adopted is to remove the thy- 
roid without the patient’s knowledge. Having obtained 
consent for surgical treatment, no mention whatever of 
operation is made. On the evening prior to the operation a 
hypodermatic of morphin and atropin is given, the morning 
of the operation another injection is made and the room 
darkened. Everything is: done to place the patient in a 


— 


= 


November, 1908. 


PROGRESS IN SURGERY. AMERICAN 351 


JOURNAL OF SURGERY. 


negative phase. An inhalation treatment is then suggested 
and a slight amount of ether given in the patient’s room. 
Then under partial anesthesia the patient is removed to the 
operating room and the gland removed. From several ex- 
periences Crile comes to the conclusion that the key. to a 
successful operation is the elimination of the psychic 
factor. 


Injection of Alcohol for Relief of Trigeminal Neuralgia. 
J. A. Boprne and F. C. Ketter, New York. New York 
Medical Journal, September 26, 1908. 

The authors report their experience with 15 cases, of 
injections of alcohol into or near one or all of the three 
divisions of this nerve at their basal foraminal exits in the 
skull. This method was introduced by Schlisser. Complete 
relief from pain was obtained in nearly all of the cases 
after but one injection. Inasmuch as only six months have 
elapsed since the first injection was made, the question of 
recurrence is not brought up. The method, in the authors’ 
hands, is easy of performance, but the recommendation is 
made that a training on the cadaver is advisable before 
operations upon the living are attempted. The authors 
conclude that this method is considered advisable when 
internal medication has failed, and should, by all means, 
precede the consideration of surgical attack. 

The method recommended is the one advocated by Lévy 
and Baudouin, which consists in injecting two c.cm. of 
alcohol, more or less diluted, into or near one or al! of the 
three divisions of the fifth nerve at their basal foraminal 
exits in the skull. Although the hypodermatic needle does 
not always enter the nerve itself, if directions are followed 
the needle rests within a short distance of the nerve trunk 
and accomplishes the same result. 

The methods cited for reaching the foramina are the fol- 
lowing: To reach the superior maxillary branch, a point 
is determined on the lower or inferior margin of the zygo- 
matic process precisely vertically under the posterior bor- 
der of the orbital process of the malar bone. One-half 
cm. posterior to this line, that is, toward the ear and at 
the lower edge of the zygomatic arch, the needle is in- 
serted. Its general direction is upward, and it is pushed 
into the pterygomaxillary fossa to the depth of five cm. 
For injection of the inferior maxillary branch, the descend- 
ing root of the zygomatic arch is identified and located by 
the finger in front of the ear. At a point two and one- 
half cm. anterior, precisely at the lower edge of the zygoma, 
the needle is inserted and carried to a depth of four cm. 
For the ophthalmic division, the needle is passed along the 
outer wall of the orbit, at the line of the inferior extremity 
of the external angular process of the frontal bone. It 
passes beneath the lacrimal gland, safely away from the 
eyeball, hugging the orbital periosteum, and at a depth of 
three and one-half to four cm. the injection is made. 

Two c.cm. of the following solution were injected into 
each nerve: 


Distilled water enough to make one-half ounce. — 
Lack of pain and infection are accomplished by prelim- 
inary anesthesia of the skin with a weak cocain solution, 
and by making a small incision with a bistoury. 


Thrombosis of the Superior Longitudinal Sinuses, 
Treated by Opening the Torcular Herophili. L. C. 
DEANE, San Francisco. Journal of the American Med- 
ical Association, September 19, 1908 

This article gives a rather full report of a case of throm- 
bosis of the superior longitudinal and lateral sinuses from 
chronic purulent otitis media and mastoiditis, in a pregnant 
woman, later giving birth to a healthy child. There were 
several operations; first, a radical mastoiditis operation was 
intended, but finding that the infective process was extend- 
ing mainly in the sinuses, this was interrupted, and the lat- 
eral sinus was curetted and packed. At a second operation 
the jugular was ligated, and still later resected. The infec- 
tion still existing, a fourth operation was performed, in- 
cluding exploration for a supposedly possible cerebellar 
abscess, which was not found, and opening the skull over 
the torcular Herophili, curetting the superior longitudinal 


sinus and packing it for two inches, also inserting gauze 
into the right lateral sinus to its opening in the mastoid. 
Over fourteen inches of venous blood current were oblit- 
erated, altogether, including the right jugular vein, sig- 
moid, lateral and superior longitudinal sinuses. The case 
is described as an uncomplicated thrombosis involving the 
entire right lateral sinus and superior longitudinal sinus, 
with unquestionably the inferior petrosal, straight and oc- 
cipital sinuses and torcular involved in the same process. 
The patient made a good recovery, and four months 
later was delivered of a remarkably fine infant. About 
three months still later, cicatrization was complete, but a 
small fistula remaining in the mastoid and communicating 
with the tympanic cavity, the interrupted radical mastoid 
operation was completed. F 
Septal Perforations: Their Closure by Plastic Opera- 
tion. CHEVALIER Jackson, The Pennsylvania Medical 
Journal, September, 1908. 

Jackson describes the operation as follows: The inferior 
turbinal and the septum are anesthetized with cocain and 
adrenalin. A tongue-shaped flap is made in the inferior 
turbinal by two parallel incisions, the flap consisting of 
the entire thickness of the mucosa with same posteriorily 
and attached anteriorily, about six millimeters larger ver- 
tically than the perforation, usually almost as long as the 
turbinal itself. The edges of the perforation are fresh- 
ened and the flap brought over, being stitched to the per- 
foration with silk sutures, using Yankauer’s instrument. 
If the perforation is large, it is better to duplicate the oper- 
ation on the other side. Usually no packing is required. 
The result is to create a synechia which is later removed 
by clipping out a section and inserting a piece of bismuth 
lint which is left in for five days. 


The Technic of Tonsillectomy and Adenoidectomy. 
F. Gurney Stupss. The Journal of Ophthalmvulogy 
and Otolaryngology, August, 1908. 

Stubbs describes the tonsil operation with the snare as 
follows: With the mouth gag in place so the mouth is 
open as wide as possible, and the tongue pressed forward 
and downward onto the hyoid bone one begins first on the 
lower tonsil by grasping it firmly with a three-pronged for- 
ceps and drawing it toward the median line. Hooking the 
pillar separator into the mucous membrane just behind 
the lower edge of the anterior pillar it is quickly passed 
upward and around the tonsil and down the front edge 
of the posterior pillar, and then forward under the tonsil 
to where it started. By this cut only the mucous membrane 
has been cut close to the circumference of the tonsil, but 
at once one sees how it allows the tonsil to be drawn well 
out into the throat. With the same instrument one then 
tears or cuts the areolar and posterior attachmerts back 
beyond the greatest diameter of the tonsil, paying especial 
attention to absolutely freeing it from under the junction 
of the two pillars, for that is the part that should by all 
means be removed, since the wire will not pass back of 
and enucleate the tonsil if it is not properly freed here. 
By freeing the tonsil only to the back of its greatest diame- 
ter one does not have to consume so much time, runs less 
danger of cutting any neighboring structures, and leaves 
the rest to the snare. The forceps are now withdrawn and 
inserted through the ring of the snare and snare and for- 
ceps are together applied to the tonsil. The tonsil is caught 
by the forceps, one blade applied on the upper pole, the 
other under the lower pole, thus giving an absolute grip 
and control to the tonsil. The tonsil is now strongly 
drawn into the throat and the ring of the snare slipped 
down the forceps and over the tonsil as far as possible, 
while the tonsil is drawn as far through the ring without 
tearing the forceps out of its hold. The wire loop is now 
drawn into the canula and the wire slipping over the tonsil 
follows the line of least resistance through the loose areo- 
lar tissue and completely shells the tonsil from its bed. 


An IIluminated Spud. Apert C. Snett. Ophthalmology, 
July, 1908. 
Most of the difficulties encountered in the removal of any 
foreign substance from the cornea of the eye are those 
which have to do with obtaining and maintaining proper 
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illumination at the exact point of operation. So many fac- 
tors enter into consideration in properly illuminating the 
field that it often becomes a difficult problem. With the 
electric spud, the problem becomes much simpler. The 
source of light, the condensing lens and the spud are all 
incorporated into one instrument and thus require the use 
of but one hand, leaving the other free. With the use of 
this instrument, the operator may stand in any position he 
chooses, either in front of his patient or behind him, and 
the patient may put his head in any comfortable position. 
Naturally a speculum is unnecessary. The advantages are 
that the light is always exactly where the operator wishes 
it; nothing can get in front of the light to obstruct it; the 
operator may choose any position; patient may rest his 
head in any comfortable position; an assistant is unneces- 
sary; a speculum is unnecessary; spuds may be removed 
from the handle for sterilization, or, in fact, the entire 
instrument may be boiled. 


Epithelioma of the Tongue Cured by Mercuric Cata- 
phoresis. AMEDEE GRANGER. Merck’s Archives, Sep- 
tember, 1908. 


Mercuric cataphoresis was first used by Massey in 1893. 
It consists essentially in the destruction of the malignant 
growth, with sterilization of the apparently healthy tissues 
by the oxychlorides of zinc and mercury. The technic of 
the operation is as follows: After placing the patient 
under a general anesthetic, one or more zinc point elec- 
trodes, which have been previously amalgamated, are in- 
troduced into the growth to the desired depth. These are 
connected to the positive pole of a source of continuous 
current. The negative pole is connected to a large disper- 
sive electrode placed under the patient’s back. The current 
is turned on and its electrolytic action causes the Na of 
the NaCl and the H, of the H:.O, found in all human tis- 
sues, to go to the negative pole and the Cl and O to go to 
the positive pole, that is, the zinc points, where new 
salts, the oxychlorid of zinc and mercury are formed. The 
salts gradually infiltrate the tissues, destroying them by 
forming dead albuminates. The treatment should be em- 
ployed early in the disease before there is an infiltration of 
the lymphatic channels. The author in 1905 reported nine 
cases treated in. this way with no recurrence in from eigh- 
teen months to three years. 


The Relation of Carcinoma of the Corpus Uteri to 
Fibroids. J. T. Witttams, Boston. Boston Medical 
and Surgical Journal, October 8, 1908. 


In 8,992 cases of fibroids, an associated carcinoma of 
the corpus was found in 1.4%. This percentage is consider- 
ably higher than the reiative frequency of carcinoma of 
the uterus, so that it is evident that the two lesions bear 
some relationship to each other. Altogether, 246 cases of 
corpus carcinoma associated with fibroma have been re- 
ported; two additional cases are now reported by the au- 
thor. In 193 cases there was a malignant process in the 
endometrium, but no apparent invasion in the fibroid; in 
26 there was a primary carcinoma arising within the fibroid, 
probably from the glandular tissue of the adenomyoma. 
In 25 cases there was a malignant degeneration of the en- 
dometrium which had also involved the fibroid. In the re- 
maining four there was carcinoma within the fibroid sec- 
ondary to a carcinoma of another organ. 

There are two symptoms which are of importance in 
calling attention to the possibility of a malignant compli- 
cation in an apparently simple fibroid: 1. An increase in 
the amount of hemorrhage from the tumor, or the return 
of hemorrhage in a woman who has passed the meno- 
pause. 2. The appearance of a vaginal discharge in the 
intervals between the hemorrhages. 

Cullen recommends that at all hysterectomies for fibroids 
an assistant should open the uterus for traces of malig- 
nant disease, so that proper steps may be taken in the fur- 
ther course of the operation. 


-Mastopexy for Hypertrophic Pendulous Breasts (Mas- 
topexie zur Beseitigung der Hdangebrust). DEHNER, 


Ludwigshafen. Muenchener Medizinische Wochen- 


schrift, September 8, 1908. 


_ This unusual operation was undertaken because the pa- 
tient, a woman of 30, lived in a tropical climate, where the 
great heat caused a persistent eczema to appear beneath the 
enlarged and pendulous breasts. The excess of breast was 
removed by excising a large ellipse of skin and fatty tissue 
at the upper margin of the mamma. The pectorales, ma- 
jor and minor, were split in the course of their fibers and 
a periosteal flap liberated from the third rib. To this flap 
the gland tissue of the breast was securely anchored by 
chromic gut sutures. The wound was closed without drain- 
age. The other breast was similarly treated. As a result 
the patient had firm normal appearing breasts with the 
nipples situated at the proper level. 


A Criticism of the Treatment of Acute Suppurative 
Infections by Passive Hyperemia and Cupping as 
Advocated by Professor Bier. Wrene, Ko6nigs- 
a Surgery, Gynecology and Obstetrics, September, 
TI 

Wrede advocates adherence to the older methods of 
treating inflammations by incision, drainage, posture and 
rest. He says that in acute cases Bier’s treatment increases 
the liquefaction of the tissues and favors extension into 
the lymphatics, and floods the body suddenly with large 
quantities of toxins when the constriction is removed. In 
patients with poor natural resistance the body defences 
cannot be increased and fortified, hence the process re- 
mains unaffected. Only in mild infections does the treat- 
ment succeed and here it is least needed. In chronic ab- 
scesses cupping certainly serves to remove the discharge 
and favor drainage. Otherwise Bier’s treatment has proven 
disappointing and harmful in the large number of cases 
in which it was tried at K6nigsberg, by an assistant who 

a been sent to Professor Bier to acquire the correct 

technic. 


The Use of Fresh Animal Sera in Hemorrhagic Con- 
ditions. J. Leary, Boston. Boston Medical and Sur- 
gical Journal, July 16, 1908. 


The author reports his experience in twenty cases, in 
which the injection of a fresh serum was used either to 
control or to act as a prophylactic against hemorrhage. He 
believes that this method is of undoubted benefit. In all 
cases, he used a serum derived from the rabbit. The 
serum is obtained by puncturing the animal’s heart and 
centrifuging after preventing coagulation by the addition 
of a small amount of fresh serum. The animal stands the 
operation with barely any reaction and accidents are rare 
if the technic is properly carried out. The animal can 
be bled again after an interval of two or three weeks. 
About 30 c.cm. are injected subcutaneousiy. If injected 
into the vein only 15 c.cm. are necessary. The author 
believes the intravenous injection is indicated in cases 
in which immediate results are required or where human 
serum is used. Beef or human serum may also be used; 
beef serum, however, is markedly toxic, and human serum 
is occasionally so. An interesting observation noted by 
the author was the stimulating effect produced after the 
injection. This was evidenced in two cases—typhoid hem- 
orrhage and ectopic gestation—both patients were in a 
state of extremis before the serum was injected. 


Avulsion of the Bicipital Tuberosity of the Radius. 
A. L. Hatt, Fulton. New York State Medical Jour- 
nal, September, 1908. 

The author has seen three cases of this hitherto unde- 
scribed form of fracture in the past four years. The ages 
of the patients were one, three and nine years, respective- 
ly. In the first two cases, the injury was caused by lift- 
ing the child by the hand, in the third by a fall upon the 
hand with the arm extended. The symptoms in all three 
cases were practically the same: loss of voluntary mo- 
tion; the forearm supinated; elbow semi-flexed and swol- 
len, the point of greatest swelling and tenderness being 
over the upper anterior aspect. Under anesthesia the 
shafts of the bones were found intact, and the bicipital 
tuberosity was found separated. No x#-ray examination 
was made. The cases are treated by immobilization in the 
right angled position with an anterior or posterior splint. 


j 

. 


